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ABSTRACT

RESPONDING TO SUICIDAL COMMUNICATIONS

by

Virginia Gutman Cowgell

The purpose of the study was to determine the effects upon a lis-

tener of hearing a suicidal communication (suicide threat). Attempts

were made to determine the processes which influenced responsiveness

and to catalogue the types of responses which occurred.

Female college undergraduates heard one of two versions of a tape.

One version contained a suicide threat, while the other did not. In other

respects the tapes were identical and consisted of a girl talking about

being very unhappy and depressed. Subjects were asked to respond ver-

bally at intervals as though it were a real conversation, and their impres

sions, mood reports, level of physiological arousal, and ability to per-

form a cognitive task were monitored. Personal information about the

subjects was also collected, including a measure of general psychiatric

symptomatology (the Health Opinion Survey) and the Sensitization-

Repression scale from the Minnesota Multiphasic Personality Inventory.

It was found that the presence of the suicide threat was associated
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with greater experience of unpleasant affects and with physiological evi-

dence of anxiety. However, the presence of the suicide threat did not

visibly affect the way the subjects talked to the stimulus person on the

tape. In both Suicide Tape and Non-Suicide Tape groups, subjects pre-

ponderantly gave advice and made interpretations.

In general, responsiveness was not found to be a unitary phenome-

non, but instead different aspects of r esponfdvenes s appeared to be

determined by different factors. Furthermore, the determinants of

responsiveness differed depending on which version of the tape subjects

heard. It was suggested that historical factors such as family background

and birth order could be seen as the primary determinants of responsive-

ness among subjects who heard the non-suicide tape, but that when the

suicide threat was present empathy and feelings of similarity to the stim-

ulus person assumed paramount importance in predicting responsiveness.

An association was found between Repression-Sensitization scores and

responsiveness within the Suicide Tape group.

Only a minority of subjects spoke directly about suicide or death

to the suicidal stimulus person, suggesting that taboos against such topics

are still very strong.
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CHAPTER I

INTRODUCTION

The very large clinical literature on suicide deals primarily with

the behavior, thoughts, and dynamics of suicidal persons » To a lesser

extent it is addressed prescriptively to those who work with suicidal

people, and gives advice about how to handle suicidal situations. This

paper, and the experiment described in it, depart from these more usual

approaches, in that the focus of interest is on describing the personal

and interpersonal effects of receiving an indication of suicidal intent

from another person. Hence the emphasis is not on the suicidal individ-

ual himself, but is instead on those who are in contact with him.

This chapter presents background information on suicidal com-

munications. The first section summarizes what is known about suicidal

communications, the second reviews the literature on how such com-

munications are responded to by those who receive them, the third con-

tains suggestions for understanding the processes that seem to be

involved, and the fourth introduces a study designed to provide more

information on the subject.
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Suicidal Communications

Suicidal intent may be communicated in any number of ways, rang-

ing from the highly overt, explicit, and intentional statement, "I am

planning to kill myself, " through less obvious statements such as, "I

won't be around too much longer, " to behavioral indications that death is

being anticipated or invited, such as buying a gun, updating an insurance

policy, or making a suicidal attempt. Although all of these can convey

information about a suicide plan, the extent to which communication is

intended or salient varies greatly.

Those who are concerned with trying to predict, and thereby to

prevent, suicidal behaviors have directed much effort toward trying to

discover whether any or all such communicative actions are useful pre-

dictors of suicide. The main procedure for investigating this question

has involved the technique called "psychological autopsy" (Shneidman,

Farberow, & Litman, 1961). A psychological autopsy is an attempt to

develop a complete retrospective picture of the life of a person who has

committed suicide, particularly focusing on circumstances in the days,

weeks, and months immediately preceding the suicide. This information

is obtained by interviewing family and friends of the deceased ("signifi-

cant others") and by studying any other material that may be available,

including medical, psychiatric, or social agency records, and personal

documents such as diaries, letters, or suicide notes.

The psychological autopsy investigations have generally found that
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in the majority of cases suicidal intent was communicated in some way

prior to the death (Curphey, 1961; Farberow, 1970; Klugman, 1970).

This finding has been repeatedly emphasized in the clinical literature

because it contradicts what are characterized as prevalent myths that

(a) suicide occurs without warning and (b) people who threaten suicide

don't kill themselves (Pokorny, 1968; Shneidman, Farberow, &: Litman,

1961; Shneidman & Mandelkorn, 1967).

Published studies have reported from 25% to 83% of suicidal acts

to be preceded by a communication of intent (Delong &; Robins, 1961;

Leonard, 1967; Robins, Gassner, Kayes, Wilkinson, & Murphy, 1959;

Rudestam, 1971; Weisz, Staight, Houts, &; Voten, 1968; Yessler, Payl,

Gibbs, &: Becker, I960). Some investigators have found more frequent

and more explicit communications reported in suicide attempts than in

actual suicides (Dorpat & Boswell, 1963; Fawcett & Silberverg, undated).

However, it must be remembered that in cases of attempted suicide an

additional informant is available - -the attempter himself- -and so a more

detailed reconstruction of events may be possible, with greater likeli-

hood of communications being remembered and reported by someone.

Furthermore, other researchers (Murphy & Robins, 1968; Yessler et al.,

I960) have found more suicidal communications reported in cases of sui-

cide than in attempted suicide.

Although the exact frequency remains uncertain, it seems clear

that communications of intent are not uncommon preceding various kinds
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of suicidal acts. However, it is not clear how discriminative of suicidal

intent a suicidal statement is, since little information is available for

comparison purposes on populations which are not obviously suicidal.

Murphy and Robins (1968), studying all voluntary admissions to a psychi-

atric hospital, found that two -thirds reported having talked about suicide

to someone. This was about the same percentage they found in a psycho-

logical autopsy study of a group of suicides. Zung (1971) found that 40%

of 276 psychiatric inpatients reported telling someone that they wanted to

kill themselves. Fifty-five percent of those who had at some time made

a suicide attempt reported talking about suicide, as contrasted to 38% of

those who had never made a suicide attempt. Responding to the same

questionnaire, 23% of a mixed nonpatient population reported having at

some time made a suicide threat. Thus, it appears from these studies

that the presence or absence of a suicidal communication cannot in itself

be used to predict that suicidal behavior either will or will not occur.

In fact, it appears that a substantial minority of the population at large,

and possibly a majority of psychiatric inpatients, will say when asked

that they have at some time told someone that they wanted to kill them-

selves. If to this were added the less frequently reported indirect and

nonverbal communications of suicidal intent, the proportion of the popu-

lation identified as having made a suicidal communication would increase.
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Responses to Suicidal Communications

In view of the fact that suicidal communications are apparently not

rare, one might expect that a set of socially sanctioned and personally

comfortable responses would be available to persons faced with such a

statement by a friend, relative, patient, or client. Tabachnick (1961)

states that no such conventions exist, at least in our present society.

Since the literature on how people respond to suicidal statements still

consists predominantly of anecdotal and case study data, I think the

question of whether there are cultural conventions for handling it is still

open.

—- Even on an anecdotal level, exactly how people do respond to sui-

cidal communications has not been very precisely described, nor have

any experimental investigations on this topic been done, as far as I can

determine. However, among the reports published on how people have

been observed to respond, there is fairly good general agreement. After

reviewing several of the more detailed studies, I will draw some general

conclusions about processes that appear to be at work in the responses

described.

Rudestam (1971) has made the most systematic attempt to cata-

logue reactions of persons who hear a suicidal communication. His find-

ings will be presented first, to provide an overview of the kind of re-

sponses reported. Then more detailed descriptions of some specific

types of reactions will be discussed. Rudestam did psychological
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autopsies, using as informants friends and relatives of suicides, and

focusing on the communication of intent prior to the suicide. Significant

others of recent suicides in Los Angeles County were asked to describe

any suicidal communications made by the deceased and also to list their

own emotional and behavioral reactions to each communication reported.

More than 80% of his sample reported that some suicidal communication

had been made. In 17 of the 40 cases listing a communication of suicidal

intent, the respondent reported ignoring or denying the seriousness of

the communication, saying that he or she attempted to "go on as before"

in the relationship with the suicidal person. In 15 cases the respondent

said he or she argued or tried to reason with the communicator, attempt-

ing to talk him/her out of the self -destructive ideas. In 12 of the 40

cases, respondents reported that they recommended or arranged for

professional help for the suicidal person. Rudestam considered recom-

mendation of professional help as the only "adaptive" response, and con-

cluded that "maladaptive" responses - -denial, avoidance, argument, and

occasionally outright rejection or ridicule - -were in the majority. What-

ever one's theory about optimally helpful responses, it appears that the

majority of Rudestam's respondents (who generally considered them-

selves more attuned to the deceased's needs than anyone else had been)

viewed even blatant suicidal warning behaviors as primarily calling for

concealment rather than possible exposure through seeking help external

to the relationship.
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The emotional responses that Rudestann's subjects reported were

not inconsistent with the behaviors they described in themselves. In

19 of the 40 cases, skepticism or denial was reported; in 17 cases, con-

cern; in 9 cases, fright; in 7 cases, surprise and shock; in 4 cases,

"expectation"; in 4 cases, unconcern; and in 3 cases, anger. Although it

is not clear exactly what Rudestam and his subjects meant by these self-

descriptions, it does appear that even at an emotional level a large num-

ber of his respondents did not receive or interpret the suicidal statement

in its full seriousness. Furthermore, Rudestam reports that in many

cases even when the threat was reported as acknowledged emotionally it

was ignored behaviorally. That is, the respondent would report feeling

shock, fear, or concern, but would report doing nothing.

Liitman (1964) attempts to explain this phenomenon- -which he

noticed in his own work- -of a significant other doing nothing in the face

of a suicidal communication. He states that ordinarily suicidal threats

automatically "release" rescuing activity in others (although the exact

nature of such appropriate rescuing is not specified). This natural pro-

cess, he suggests, can be aborted when the nature of the relationship

keeps the import of the suicidal threat from being recognized. His argu-

ment is that suicidal communications are most likely to occur in the con-

text of a disordered relationship - -specifically one in which feelings are

not easily verbalized, or are verbalized only in indirect ways. The

meaning of such nonverbal and indirect communications can easily be
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denied, as they may never be recognized by the hearer at a conscious

verbal level at all. When suicidal intent is expressed, it is phrased in

an oblique way typical of communication within the relationship, and so

is also easily denied or repressed. Therefore, both the severity of the

problem and possible solutions remain out of awareness and a potential

rescuer is immobilized.

If this explanation is accurate, it would suggest that the more in-

direct the threat, the more likely it is to be denied, and the less rescuing

takes place. This seems plausible, but, as mentioned, Rudestam's

descriptions include a number of subjects who reported not responding

behaviorally to very clear and direct announcements of suicidal intent,

whose meaning they understood with some trepidation. Litman suggests

another sort of interpersonal situation which might permit this to happen-

the person who receives the suicidal message recognizes its meaning and

import, but does not have the personal resources to help. Prototypically,

this might occur if a parent talked to a young child about intending suicide

but it could also occur among adults where the relationship is a symbiotic

one, such that the partner who would have to take an active role in order

to prevent the suicide cannot act on his own.

From a very different conceptual frame, Sacks (1967) suggests a

third situation which would produce nonresponse to a suicide threat.

Sacks postulates that in any social system a person is "authorized" by the

generally held norms of the system to communicate with any given other
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person only in certain ways and on certain topics. For example, a spouse

is typically considered to be the appropriate person to whom personal

distress and unhappiness should be communicated. Sacks thinks that

when one is presented with a communication which should (in terms of the

communication norms of the system) be going to someone else, there is a

reluctance to respond to it. People hesitate to interfere in others' lives

unless they feel authorized by the context of their relationship with the

person, or have been granted proxy authorization - -directly or through

abdication- -by the person who normally would be authorized for such

activity. Thus, if a man talks to his barber about wanting to commit sui-

cide, the barber is unlikely to act on this communication if he knows the

man has a wife and family living around the corner and a brother down

the street, because these relatives would be expected to receive and act

on the communication. If, however, the barber knows the man to be

estranged from all those to whom he would ordinarily be expected to go

with this sort of communication (Sacks calls them those in the "first

position"), the barber may feel much more free himself to try to help the

suicidal person.

Leonard (1967), working within a more individual framework, also

stresses the importance of the context in which a suicidal communication

occurs in determining how it is received. He points out that a suicidal

communication is invariably heard and interpreted in the context of one's

total perception of the person making the suicidal statement. Coming
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from someone previously regarded as a manipulative pest (whom

Leonard would call "dependent-dissatisfied"), the threat will be received

and responded to with hostility, and its seriousness minimized by the

idea that the person is seeking undeserved attention. On the other hand,

if the suicidal person is liked and seen as responsible and genuinely

needy, the response is likely to be much more sympathetic and nurturant.

The four papers mentioned above - -Rudestam' s, Litman's, Sacks',

and Leonard's --are all concerned with the striking phenomenon of non-

response in the face of a statement so dramatic and important as a sui-

cidal threat. However, other reactions, particularly at an emotional

level, also occur, as Rudestam documents. Many of these are more

subtle, less visible responses, and they have been more carefully and

complexly described by those who write about their ov/n experiences and

those of their colleagues than by those who focus externally on patients

and their families.

Litman (1968) and Weiss (1969) both discuss the difficulty experi-

enced by a therapist or other m.ental health professional when faced by

suicidal communications from patients, and both conclude that in their

experience anxiety is the most universal, immediate, and basic reaction

to a patient's suicide threat. They consider many of the acts the profes-

sional goes through in dealing with a suicidal person- -seeking consulta-

tion, considering hospitalization, transferring responsibility to someone

else, becoming more sympathetic and active --to be mediated by this
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anxiety in that all are ways in which the therapist attempts to alleviate

his fear of the patient's actually committing suicide. It should be empha-

sized that neither author considers this a failing. On the contrary, they

feel that such anxiety is valuable to the extent that it mobilizes the requi-

site rescue efforts on the part of the therapist.

Other emotional reactions that are mentioned in describing those

who deal professionally with suicidal persons are feelings of omnipotence

and power, sympathy, anger, helplessness, and hostility (Farberow,

Heilig, & Litman, 1970).

As was suggested above, a variety of behavioral stances can even-

tuate from these internal emotional reactions. It has often been observed

that professional caregivers, like Rudestam's significant others, some-

times respond to suicidal threats by active or passive avoidance of the

communication or of the patient himself. Kaphan and Litman (1966)

describe the eagerness of social service agencies to transfer clients who

talk of suicide. A number of other studies report similarly veiled

rejection of suicidal patients, through avoidance and early discharge, by

medical and psychiatric hospital personnel (Farberov/, Stein, Darbonne,

Hirsch, & Cutter, 1968; Flood & Seager, 1968; Havens, 1965; Kessel,

1967; Leonard, 1967; Litman & Farberow, 1970; Rotov, 1970; Tabach-

nick, 1961; Vedrinne, 1968; Weisz et al., 1968). Sometimes the rejec-

tion is apparently expressed in a purely passive form, as recorded in

Stoller and Estess' (1960) study of hospital records of 33 suicides among
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general hospital patients. From the suicidal communication statistics

presented above, at least 10 to 20 of these would be expected to have

communicated their suicidal intent, but in only 6 cases were suicide

threats recorded in the nursing notes, and in only 3 of these was psychi-

atric consultation suggested. Such avoidance is passive in that no anger

is expressed directly toward the patient. Rather, the suicidal warnings

are ignored, or perhaps lead to an early discharge. Such responses are

usually described by the investigators as reflecting the professional's

anxiety about how to handle the situation, and feelings of helplessness to

do anything beneficial.

Much more extreme rejecting responses have also been reported.

Rubenstein, Moses, and Lidz (1958) found very overt expressions of

anger --in the form of insulting remarks and contemptuous attitudes --

toward suicidal persons brought into emergency rooms. Observing the

treatment of suicide attemptors, the authors describe the anger as in-

versely related to the seriousness of the injury, and they observed that

doctors and nurses became substantially more overtly angry and hostile

as the patient passed out of immediate physical danger.

A very different sort of response, and one which is described only

in mental health professionals and never in general medical professionals

or in significant others, is to become dominant and protective in response

to a suicidal threat. Presumably a protective orientation could be either

hostile or benevolent, but I have found no specific discussions of the hostil
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possibilities of a controlling, protective orientation toward suicidal

patients. Protective responses can range from m.erely recommending

or offering further help or psychotherapy (Weisz et al . , 1968) to hospital-

izing the patient and putting him under quite severe restrictions such as

isolation rooms, "specialing, " and making sure that meals contain no

bones with which injury might be inflicted (Garnett, 1953; Krieger, 1968;

Letourneau, 1953; Lipschutz, 1942; Tollent, Kennedy, &: Hurley, 1966).

It is not at all clear what determines the specific behavioral orien-

tation that is taken in response to a suicidal statement. Helplessness or

anxiety could be inferred to underlie such opposite behaviors as hospital-

izing a patient and discharging him from the hospital, and so such ex-

planations have little predictive value. It does seem clear, however, that

context has substantial influence, even when the same threatener and

same responder are involved, as documented by Rubenstein et al. 's

(1958) descriptions of changes over time in reactions of an emergency

room staff. On a larger scale, Kobler and Stotland (1964) also traced

changes over time, in this case 10 years, in a mental hospital staff's

reaction to suicidal threats, from an initially extremely effective pro-

tective position to an eventual helpless avoiding position. Kobler and

Stotland explained this in terms of administrative changes in the institu-

tion which produced changes in the clinical atmosphere and a general

erosion of staff confidence.
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The Process of Responding to Suicidal Communications

Drawing on the foregoing descriptive data, I would like to sum-

marize responses that are known to occur and then to propose some

principles which may be involved in governing the reactions that are seen.

First, it appears that internal reactions to a suicidal communication -

-

including feelings about it and assessments of its meaning- -do not neces-

sarily correspond closely or reliably to the outward behaviors that even-

tually occur in response to such communications. Therefore, internal

and overt responses will be summarized separately.

Reported internal reactions to suicidal communications - -thoughts,

feelings, moods, plans, and assessments --can be categorized as follows:

1. anger, dislike of the threatener

2. wish to reject and avoid contact with the threatener

3. disbelief of suicidal intent, skepticism

4. lack of any feeling about the communication, indifference

5. nurturant, affectionate, loving feelings, sympathetic assess-
ment of the situation, wish to help

6. helpless, frustrated, futile feelings, sense of impasse, fatal-

istic assessment of the situation

7. fear, worry, concern, anxiety

8. depression, hopelessness, feelings of guilt

9. feelings of strength and omnipotence, wish to save or rescue

the threatener, threatener seen as weak or victimized.

The descriptive literature suggests that emotional responses of
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professionally trained persons as a group differ from those of family

and friends of the suicidal individual only in that professionals seem

more prone toward, or have more opportunity for, feeling powerful and

protective when faced with a suicidal person. Anyone hearing a suicide

threat is likely to experience several conflicting reactions to it, often

apparently simultaneously.

Reported overt reactions (behavioral stances) can be summarized

as follows:

1. attack, open hostility

2. withdrawal, decreased interaction, avoidance of contact

3. specific topic avoidance, ignoring, changing the subject

4. kindness, nurturance, helpfulness, expressions of sympathy
and reassurance

5. paralysis, inaction, inability to formulate a plan or respond
in any visible way

6. protectiveness, dominant behavior, parental behavior, attempts

to control or direct or advise the threatener.

As with the internal responses, the overt responses are reported to occur

in various combinations sequentially or simultaneously.

The exact behavioral outcome in any given situation must be

expected to represent a combination or compromise among the influences

of several different constellations of determining factors. One factor,

as was mentioned earlier, is probably the context of the relationship

between the suicidal communicator and the hearer, including their

respective roles and the hearer's total view of the threatener. It also
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seems evident that the exact nature of the communication would influence

the responses evoked. Litman's analysis (Litman, 1964) suggests, for

example, that the more ambiguous and indirect a suicidal communication

is, the more easily it is ignored, repressed, or never encoded as sui-

cidal in the first place. Still a third set of factors which presumably

influence how people respond to a suicidal communication are the indi-

vidual personality characteristics and behavioral proclivities of the per-

son hearing the suicidal communication. And, at the interface of all

these sorts of variables, are questions of how the responder feels upon

hearing the suicidal communication and what interpretation he places on

it.

It is upon this interface that the discussion which follows and the

study derived from it are focused. In order to achieve this focus, a

standard suicide threat and a standard interpersonal context will be tem-

porarily assumed, specifically that the suicidal communication is verbal,

straightforward, and overt, and that the interpersonal context involves

communication between laymen who are peers. Questions to be explored

specifically are:

1. What impact does a suicidal threat have, cognitively and emo-
tionally?

2. What overt responses are characteristic?

3. What individual variables influence the implicit and visible

responses that occur?

There will be particular emphasis on the elementary question of
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what factors make an individual able or unable to produce any visible

response at all, as opposed to being paralyzed or withdrawing, in the

face of a direct suicidal communication.

As has been mentioned above, several writers have postulated

from clinical experience that underlying the apparent diversity of response

to the threat of suicide is a sort of general arousal, which most of the

authors refer to, apparently rather loosely, as anxiety (Litman, 1968;

Noyes, 1968; Weiss, 1969; Zilboorg, 1936)» This general arousal-

anxiety is experienced as, or translated into, anger, a wish to withdraw,

worry, a wish to take over, nurturant feelings, or whatever, depending

upon such factors as the nature of the communication, the responder's

preferred method of dealing with anxiety-provoking situations in general,

his view of his role in the situation, and his history of interaction with

the person making the suicidal communication. It is clear that thus ana-

lyzed, the presence of anxiety as an explanatory construct seems to aid

little in predicting exactly what will occur in response to a suicide threat.

However, the absence of anxiety, considered to be something of a

deviation from the usual response, has been discussed in more interest-

ing and promising ways. It is mentioned from time to time in the suicide

prevention literature that not everyone experiences any kind of recogniz-

able anxiety in the context of suicide. For example, Litman (1968), dis-

cussing the training of suicide prevention counselors, stated that some

few volunteers appeared to experience no anxiety when faced with a
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suicidal communication. Such volunteers, he reported, could not learn

to deal appropriately with suicidal emergency situations, because they

could not draw on their own anxiety as a sign that emergency action was

warranted. They would withdraw or remain passively nondirective in

situations that required activity on their part. Litman concluded that

those who cannot experience anxiety in the context of talking to suicidal

persons cannot work effectively with them.

The concept of anxiety as used in such articles is provocative but

very vague. Some authors seem to be speaking of an observable state,

such as physiological arousal or disorganization of thought or behavior,

with no particular experiential overtones. Others are referring to an

emotional experience of nervous, tense, anxious affect. Still others

appear to mean any sort of experienced discomfort. It is useful, in

attempting to clarify the concepts involved, to attempt to distinguish

whether it is the arousal of externally observable anxiety or the arousal

of experienced anxiety, or both, which is being discussed in any particu-

lar formulation. In so doing, I shall try to analyze these two meanings

separately in terms of their effect on ability to respond to a suicidal com

munication. The terms "overt anxiety" and "covert anxiety" will be

used from the point of view of the person who is anxious. Overt anxiety

is experienced by him, while covert anxiety refers to aspects of anxiety

which, while possibly observable by others or by objective measuring

techniques, is not experienced as emotion.
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Spiegel (1969) separated the two components to some extent in a

study focused on autonomic arousal in response to the word "suicide."

He compared three groups: subjects who were currently talking about

wanting to commit suicide (actively suicidal group); non- suicidal psychi-

atric inpatients (non-suicidal group); and patients who were at least three

weeks past a suicide attempt and no longer were talking of wanting to kill

themselves (post -suicidal group). He studied reactivity of the Galvanic

Skin Response (GSR) in these subjects to the word "suicide" and to neu-

tral words, and found that both the non -suicidal and the post -suicidal

groups showed comparatively strong GSR responses to "suicide, " while

the actively suicidal group did not. Although he did not directly question

his subjects about their emotional response to the word, the actively sui-

cidal subjects also gave "suicide" less affective meaning on a semantic

differential than the other subjects did.

Thus Spiegel seems to have identified a group showing compara-

tively little arousal and apparently little felt emotion in response to the

mention of suicide. If the ability of such individuals to respond to sui-

cidal communications could be evaluated, then it might be possible to

clarify the role of anxiety in responsiveness to suicidal threats. If it is

arousal of anxiety in either sense which is crucial in being able to respond,

then actively suicidal persons, in whom Spiegel demonstrated little auto-

nomic or felt arousal in connection with suicide, should not be able to

respond to suicidal communications with effectiveness. If actively
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suicidal persons can respond to suicidal threats from others, then it

would be presumed that it is not merely the absence of anxiety (felt or

autonomic) which prevents effective response.

Some information along these lines is fortuitously presented in a

report with a quite different focus published by Farberow (1968). He

described two therapy groups he conducted at a suicide prevention cen-

ter--one composed of persons who had been suicidal and were past the

crisis, and the other consisting of actively suicidal patients. He re-

ported that the actively suicidal patients (who appear comparable to

Spiegel's actively suicidal group) responded to each others' suicidal com-

munications in open, direct, supportive, and empathic ways, pointing out

alternatives and generally being helpful. This was in striking contrast

to the post -suicidal group (at least superficially similar to Spiegel's

post-suicide -attempt group) in which the group members avoided suicidal

topics, and were unresponsive to a member who brought up suicidal con-

cerns .

Thus, to the extent that Farberow's groups and Spiegel's groups

are genuinely comparable, it appears that lack of covert or felt anxiety

in response to suicidal communications will not in itself prevent an effec-

tive and helpful response from occurring. Perhaps Litman's (1968) and

Weiss' (1969) observations about the importance of anxiety in being able

to deal with suicidal communications could be interpreted to refer to fail-

ure to experience anxiety when it is in fact covertly aroused--in other
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words, a lack of congruence between covert and experienced evidences

of emotional arousal. Such discrepancy between covert and overt evi-

dence of arousal is not uncommon in studies of death anxiety, and so

would not be surprising in the context of suicide as well (Alexander,

Colley, & Adlerstein, 1957; Handal & Rychlak, 1971; Lester, 1967;

Templer, 1971),

A personality variable which has been associated both with self-

report of experienced arousal and with discrepancy between covert and

experienced arousal is the repressor -sensitizor variable. Weinstein,

Averill, Opton, and Lazarus (1968) analyzed college men's responses to

a stressfully gory subincision film to see if discrepancies between

arousal and self-report reflected an identifiable personality dimension.

They found that high discrepancy scores (that is, high evidence of arousal

but with low self -reported emotion) correlated significantly with several

different measures of the sensitization-repre ssion trait derived from

the Minnesota Multiphasic Personality Inventory (MMPI) or the Cali-

fornia Personality Inventory (CPI). Their repressors and sensitizors

did not differ significantly on measures of arousal, but did differ on self-

report, with sensitizors describing themselves as much more aroused

than repressors. A comparable relationship was found among GSR to

death words, death anxiety reports, and repressor -sensitizor measures

by Templer (1971). These findings suggest that, at least in certain

stress situations, extreme repressors might be considered to exemplify
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inability to express arousal as emotion, while sensitizors represent a

group who do express such arousal in emotional terms. This reflects a

response -tendency view of the sensitization-repres sion dimension which

is particularly appropriate in this case - -specifically that sensitizors

easily talk about, in fact approach and seek out, uncomfortable topics,

and describe themselves and others in generally less favorable terms

than do repressors. Repressors, on the other hand, are seen as avoid-

ing unpleasant topics and describing both themselves and others in the

most favorable possible terms (Altrocchi, 1961; Byrne, 1961; Kaplan,

1968).

In view of the relationships which have been demonstrated between

sensitization and experience of unpleasant affect, and repression and non-

experience of unpleasant affect, the repression-sensitization variable

should be related to ability to respond to a suicidal statement if such

responses are determined either by discrepancy between overt and covert

arousal, or by whether or not arousal is experienced. Sensitizer s -

-

being higher in reports of arousal and lower in discrepancy between

arousal and report - -should be able in the main to respond more effec-

tively to suicidal statements than would repressors.

The discussion of the role of anxiety arousal thus far has pro-

ceeded from a combination of scanty, indirectly relevant, and not entirely

consistent experimental data and clinical observations. The study which

is described in the following pages represents my attempt to investigate
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more closely and in a more systematic way the relationship between the

arousal of anxiety and the ability to respond effectively to a suicidal

communication. The study was specifically designed to permit differen-

tiation among overt anxiety, covert anxiety, and overt-covert discrepancy

in response to suicidal communications, and to determine the predictive

value of each in forecasting whether an effective behavioral outcome will

occur.

The study derives from the following general formulation of the

processes that take place when a suicidal statement is made:

1. The suicide threat is heard.

2. a. The hearer either does or does not become emotionally
aroused covertly,

b. and the hearer either does or does not experience himself
as emotionally aroused.

3. a. If the covert emotional response and the experience cor-
respond, the hearer will respond to the threat in some way
that indicates that the import of the threat has been discerned.

b. If the covert and overt emotional arousal do not correspond,

such that emotional arousal occurs but is not experienced as

emotion, the hearer will be unresponsive to the suicidal com-
munication, and will withdraw from the interaction, ignore or

avoid or distort the meaning of the suicide threat, or fail to

respond overtly at all.

4. Amount of experienced emotion, correspondence between felt

and covert emotion, and therefore ability to respond effec-

tively and without distortion to the suicidal communication
should be associated with the sensitization trait.
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The Study

This study was designed with two main purposes in mind: first,

to differentiate responses to a suicide threat from responses to the same

conversation without the suicide threat, and thereby to provide a cata-

logue of responses to such a threat; and second, to clarify the roles of

several of the variables which were discussed previously as possibly

influencing responses to a suicide threat.

To summarize the study briefly, a single experimental session was

involved for each subject, during which the subject filled out question-

naires about herself, listened to and responded to a tape, and rated and

described her reactions to the girl she had heard on the tape (the stimu-

lus person). The stimulus person talked of being depressed and de-

scribed problems she was having, and there were several pauses in the

tape during which the subject was instructed to respond as though she

were in conversation with the girl on the tape. For half the subjects the

stimulus person talked at one point about wanting to commit suicide,

while for the rest of the subjects there was no reference to suicide.

Subjects' verbal responses to the tape were recorded, and measures of

covert and felt emotional arousal were made. The subjects were also

asked to describe their specific feelings about and impressions of the girl

on the tape, and each subject was assigned a score on the sensitization-

repression scale.

My previous formulation of the process that follows a suicide
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threat was translated into six principal assertions about how subjects

would respond and how the variables involved would interrelate:

1. Subjects will show more covert arousal when the suicidal

communication is present.

2. Subjects will report more" emotional arousal after hearing the

suicidal threat, as compared to subjects who did not hear the

threat.

3. Discrepancy between covert arousal and self-report, in the

direction of high covert arousal and low self-report, will be

associated with inability to respond to the suicidal communi-
cation.

4o Alternatively, self-reported arousal alone will be associated

with ability to respond to suicidal communications, regardless
of arousal.

5. Overt-covert congruence (lack of discrepancy) and amount of

self -reported emotion will both be associated with sensitiza-

tion score,

6. And so repressors will be less able to respond to the suicidal

threat than will sensitizors.





CHAPTER II

METHOD

Subjects

Subjects were recruited from a spring-semester introductory

psychology course at Duke. Their participation earned them credits

toward fulfilling the experimental credit requirement for the course.

For administrative reasons they were given only one (instead of the more

usual two) hours' credit for their two hours' participation in the study.

Therefore, there was an element of altruism or particular interest in

their having signed up for this study. Subjects were recruited through

sign-up sheets which described the study as being about "verbal com-

munication" and asserted that it was interesting.

Only female subjects were used. Out of 83 who participated, 3 had

to be eliminated because of equipment failures, and 8 more were deleted

because some data were missing. This left 72 subjects whose data were

used in the analysis. Half of these subjects were in the suicide tape con-

dition and half were in the non -suicide tape condition. Subjects ranged

in age from 18 to 25 years, with a mean of 18.76 years (mean of suicide

tape group = 18.92 years; mean of the non-suicide tape group = 18.61

26
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years). Two subjects were black, one was oriental, and the remainder

were white. Most often they were nursing students (23 subjects); science,

math, and premed students (12 subjects); or liberal arts majors (12 sub-

jects). Only 6 were psychology majors. Subjects were most often first

born (25 subjects) or second born (22 subjects), and came from families

containing two (13 subjects), three (27 subjects), or four (20 subjects)

children. Eight subjects had undergone some sort of personal therapy

or counseling. Twenty-seven of the subjects reported that they had no

interest in doing mental health-related work, 32 said they had some

interest in this sort of work, and 14 reported a definite interest in going

into a field that would involve counseling and working with people in

trouble

.

Thus, to summarize the characteristics of the subjects in the

sample, they were mostly college freshmen or sophomores, 18 or 19

years old. Most were not psychology majors, although many had some

interest in going into a helping profession (primarily nursing) or becom-

ing involved in work that would place them in a position to work with

people who had problems.

The Stimulus Tapes

The study required a standard stimulus communication which simu-

lated an actual conversation and contained a suicide threat. Strupp, in

a series of studies, described having subjects respond at intervals to a
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filmed or tape-recorded interview, as though the subject were the inter-

viewer (Strupp, 1958, I960, 1962; Strupp & Jenkins, 1963; Strupp &

Wallach, 1965; Strupp Si Williams, I960). Strupp and his co-workers

reported that their subjects found the task fairly realistic and engrossing

and not too difficult. A similar procedure was used in this study- -two

sound tapes were made of a girl talking, and subjects were asked to re-

spond as they would in a real conversation to the things she said.

The woman who served as stimulus person on the tapes had had

experience with psychiatric patients and with psychodrama. Her instruc-

tions were that she was to play a girl in a collegiate situation who was

somewhat alienated from her family, had no close friends, had recently

broken up with a boy friend, and who was depressed and seriously think-

ing about killing herself. I conducted an interview with her in this role,

which we tape-recorded. Her predicament was designed to be composed

of problems which most college women would have some familiarity with,

so that she would not be seen as bizarre or psychotic and, hopefully,

feelings of empathy and involvement would be possible.

This master tape --about an hour long- -was reduced to a stimulus

tape about 20 minutes long. A few of my interview questions were left

in when the context required, but largely the tape consisted of the stimu-

lus person, who called herself "Debby, " talking. Two versions of the

tape were made, each consisting of nine segments of speech. Following

each segment were 30 seconds of blank tape introduced by a tone. The
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two versions were identical except that, during the sixth segment of the

Suicidal Corannunication Tape, Debby talked about wanting to die and said

that she had enough pills to kill herself and was considering taking them.

On the sixth segment of the Non-Suicidal Communication Tape, she talked

about problems in high school and with her parents. On the remainder

of both tapes she talked about being very unhappy, recently losing her boy-

friend, and being generally isolated from meaningful or supportive human

contacts. She also described several generally accepted biological con-

comitants of depression, such as lack of energy, loss of appetite, and

changes in sleep patterns. Complete transcriptions of the tapes can be

found in Appendix I.

The subject's instructions in listening to the tape were to imagine

that she was having a conversation with Debby, in a context in which she

did not know her well prior to the conversation, but knew she was \m-

happy and was trying to keep her company. She was instructed that when

she heard a "beep" she was to respond to her as she would in a real con-

versation at that point.

Measures of Covert Arousal

Covert arousal, for the purposes of this study, refers to those

aspects of emotional arousal which can be observed by objective external

measurement techniques but which do not directly involve the subject's

own feelings of being in an emotionally aroused state. Thus, a measure
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of covert anxiety, to distinguish adequately this covert arousal from the

subject's perceptions of her emotional state, must meet several criteria.

Such a measure must not be influenced by the self -presentation and re-

sponse style factors that bear upon self -report measures. Further, it

must tap manifestations of arousal outside of the subject's direct experi-

ence of emotion. Finally, it must have been demonstrated to be convinc-

ingly associated with other anxiety manifestations in anxiety-producing

situations. Two different modes of evaluating covert arousal appeared

to meet these criteria, and so two types of measures were used: mea-

sures of cognitive disruption and measures of physiological arousal.

1. Cognitive disruption. Anxiety has been described as narrowing

the range of cues that an anxious person can respond to (Easterbrook,

1959). Anxiety has also been considered to strengthen a dominant re-

sponse, while making flexibility of response more difficult (Spence &;

Spence, 1966). Therefore, a task which requires receptivity to a range

of cues and an ability to produce novel responses should be rather sensi-

tive to interference by the arousal of anxiety. The solution of difficult

anagrams has been used as such a task, since a somewhat relaxed atten-

tion is required, and a systematic focusing on a single part of the task

will lower rather than increase performance. Furthermore, response

rigidity increases the difficulty of the task. The number of difficult ana-

grams correctly solved has been shown to decrease significantly under a

combination of high anxiety and the situation-specific stress of time
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pressure (Sarason, 1966). In the present study, the task was used in a

similar way. Subjects had to work difficult anagrams under time pres-

sure, which according to Sarason's findings should produce significantly

worse performance in more anxious as compared to less anxious sub-

jects .

A specific advantage of this task for the present study is that it can

have two independently measurable components - -ability to solve the ana-

grams in general, and ability to solve anagrams which involve specific

content categories. Thus, if an anagram list contained some neutral

words and some death words, it would be possible, by simply scoring

death and neutral words separately, to differentiate between changes in

ability to do the cognitive task in general, and changes in ability to put a

specifically death -related construal on incoming information. The latter

could shed substantial light on how suicide threats may be interpreted or

misinterpreted by subjects under various levels of anxiety.

Therefore, a list of 32 anagrams was devised, consisting of 16

neutral and 16 death word anagrams (see Appendix II for anagram lists).

Most of the neutral words came from Sarason's (1961) study. Other neu-

tral words, and the death words, were devised according to principles of

difficulty described in Sargent (1940). Most of the words would be con-

sidered "difficult" by Sargent's letter -arrangement criteria, which in-

volve factors such as number of letters out of correct order, and the

formation of hard-to-break new letter groups in the jumbled words.
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In order roughly to balance the lists for difficulty, two initial lists

were assembled from the 32 anagrams, each containing 8 neutral and 8

death word anagrams of equal numbers of letters. These initial lists

were then given to 12 volunteers (6 males and 6 females) who worked on

each list for 10 minutes. Only one completed either list in the time

allotted. Each word, as suggested by Sargent, was given a difficulty

score (number answering it correctly) and a difficulty rating (words were

divided into three equal groups --easy medium, or difficult - -on the basis

of the difficulty scores) « Two new lists were then constructed balanced

as closely as possible for difficulty, while still retaining 8 death words

and 8 neutral words on each list, and keeping the letter length of words

the same in each list.

For the study itself, one of these new lists was arbitrarily desig-

nated List 1 and the other List 2. All subjects took List 1 before hear-

ing the tape, and List 2 after the tape. They were given only five min-

utes to work on each list, thus increasing the time pressure. The number

of death words correct and number of neutral words correct were re-

corded for each administration. For use in the analysis, a difference

score was computed for Neutral and for Death words solved correctly.

These scores were the number solved correctly on the second administra-

tion minus the number solved correctly on the first administration. In

the course of this discussion, when the anagrams scores are referred to,

it is these difference scores that are meant.
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2. Physiological arousal . The other approach taken to the mea-

surement of covert anxiety was through recording sympathetic arousal.

A plethysmographic tracing from the middle finger of the right hand was

obtained using a back-scattered light transducer. The transducer was

A-C coupled to a Grass Model 7 polygraph, with the signal amplified at

a time constant of . 1. The resulting tracing permitted two kinds of mea-

sures: digital vasoconstriction and heart (pulse) rate.

The use of digital vasoconstriction to detect sympathetic arousal

is discussed in Brown (1967) and Mancusi (1968) „ Vasoconstriction is

expected within two to three seconds following an arousing stimulus, and

both short-term (phasic) and long-term (tonic) patterns have been shown

to occur (Johnson &: Lubin, 1972). In this case tonic changes (over

periods of one to two minutes) were studied by calculating average pulse

height during segments 4 and 5 (which immediately preceded the critical

segment) and average pulse height during segment 6 (the segment con-

taining the suicidal threat or the non -threat communication to which it

was to be compared). The pauses during which the subjects spoke were

not included in the calculations, as vocalization introduced some move-

ment and respiratory artifacts into the tracings. For each subject a

pulse height change score (average for segments 4-5 minus average for

segment 6, quantity divided by the average for segments 4-5) was used to

represent amount of vasoconstriction. Positive scores represent vaso-

constriction (to be interpreted as sympathetic arousal), while negative
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scores represented vasodilation.

Since an integrator circuit was not available to enable heart rate

and cardiac acceleration or deceleration to be read out directly, heart

rates were calculated from the pulses of the plethysmographic tracing.

For the periods of interest - -segment 5, segment 6, and a relaxation

period--the number of pulses in each 15-second interval were counted,

and heart rate per minute for each segment was calculated from these

15-second scores. Two heart rate scores were devised. The first was

the difference, in beats per minute, between segment 5 heart rate and

segment 6 heart rate (segment 6 minus segment 5). A positive score on

this measure, which will be referred to as Heart Rate I, indicates

cardiac acceleration from segment 5 to segment 6. The second heart

rate score, called Heart Rate II, is the difference, again in beats per

minute, between the subject's heart rate during segment 6 and her heart

rate during the relaxed period. A positive value for this score indicates

that the subject's heart rate was higher during segment 6 of the tape than

during the relaxation period, and a negative score indicates the reverse.

Heart -rate increase is typically taken to indicate sympathetic

arousal. Most relevantly to this task, heart rate levels during stressful

films have been found to correlate well with self -reported anxiety, and

to correspond to the most gruesome incidents in the films (Lazarus &

Opton, 1966; Lazarus, Speisman, Mordkoff, & Davison, 1962; Weinstein

et al., 1968). However, in certain circumstances arousing stimuli
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produce temporary (typically less than 10 seconds) cardiac deceleration

(Lacey, Kagan, Lacey, &: Moss, 1963; Morris & Thompson, 1969).

Deceleration is thought to occur when the organism must vigilantly watch

for the occurrence of an externally imposed stimulus. After a few sec-

onds, or following the onset of the stimulus, even when deceleration has

occurred, it is followed by acceleration. The conditions of the subject's

task in the current study suggest that acceleration rather than decelera-

tion, as indicated by the measures used, would be expected to be indica-

tive of arousalo First, the time periods measured involved at least 30

seconds in every case, and so deceleration would be expected to have

been superceded by acceleration, even if alerting deceleration did occur.

Second, and more importantly, the attention process is the same for all

segments, so the deceleration that might occur at the onset of the seg-

ment should be the same for both segment 5 and segment 6, and only dif-

ferences in subsequent acceleration should be expected to show up in the

change scores.

Since not all individuals are responsive on all measures of physio-

logical arousal, a procedure was introduced after subjects had com-

pleted the experiment proper, to discern how responsive each subject

was on the measures used. During this procedure the subject was asked

alternately to relax and to perform tasks such as mental arithmetic. The

crucial portion of these arousal tests involved having subjects relax for

several minutes and then asking them to remember and think about
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something that had made them tense, nervous, worried, or scared

recently. The last 30 seconds of relaxation and the first 30 seconds of

thinking about something arousing were compared to discern vaso-

constriction and heart rate changes.

Only four of the 72 subjects showed either no change or vasodilation

in their plethysmographic tracings from the relaxed to the aroused period.

One subject's data were not scoreable for this measure. The Suicide

Tape group and the Non-Suicide Tape group did not differ significantly in

the distribution of their vasoconstriction change scores (see Table 1).

Heart rate changes from the relaxed to the aroused periods were

not distributed in so balanced a fashion as were the plethysmographic

change scores. Eleven of the subjects showed no change, while 6 showed

cardiac deceleration. However, the rest of the subjects showed cardiac

acceleration during the "tense" period. It is conceivable that, since the

first five seconds of the arousal period were occupied with instructing

the subjects on what to think about, some subjects could have been under-

going an attention -linked deceleration during this period which was not

compensated for by subsequent acceleration. Possibly they were unable

to think of something anxiety-producing on request. Or, perhaps they

were not heart rate responders when mildly anxious. Because of the

ambiguity in the correct way to interpret heart rate response (i.e.

whether to regard deceleration, acceleration, or both as representing

arousal), the results of this procedure suggest that heart rate measures
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Table 1

Vasoconstriction Test Period: Comparison of the

Two Groups' Responsivity

Mean Vaso-
Significance

^ constriction ^ °
,Group N ^ a t Level

Score

Suicide Tape
group 36 , 27 13

Non-Suicide Tape
group 36 .3039

78 p = .
440^ n. s.

^Vasoconstriction score= (Relax period - Tense pericd)/Relax period,

Two -tailed.
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should not be regarded as the clear-cut arousal indicators that plethys-

mographic responses seeraed to be on these tests. This is made even

more salient by the fact that comparisons between the distribution of

heart rate responses in the two groups show greater differences than did

the similar comparisons for vasoconstriction scores (see Table 2),

The differences in mean heart rate change between the two groups

approach statistical significance. Thus, not only does there appear to

be substantial individual variation in responsiveness and in direction of

response on the heart rate measures, but also there may have been

stable differences in heart rate responsiveness between the two groups.

(Since the experimental treatments had already occurred at the time that

this test was made, this cannot be unequivocally asserted, but must

remain a suspicion.)

To summarize the physiological group of measures, three scores

were derived to be used in the analysis:

1. Vasoconstriction score (average pulse height during segment 5

minus average pulse height during segment 6, quantity divided

by segment 5 average)

2. Heart Rate I score (segment 6 heart rate in beats per minute

minus segment 5 heart rate)

3. Heart Rate II score (segment 6 heart rate in beats per minute

minus relaxation period heart rate)

For all scores, a positive score is to be interpreted as increased sympa-

thetic arousal, while a negative score is to be interpreted as decreased

arousal. The responsivity tests suggest that vasoconstriction is more
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Table 2

Heart Rate Test Period: Comparison of the

Two Groups' Responsivity

Group
Mean Heart Rate

N Change^ t

Significance

Level

Suicide Tape
group

Non-Suicide Tape
group

36

36

4. 7778

3. 0000

1. 88 p = . 064 n. s,

In beats per minute,

Two -tailed.
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reliable and more evenly distributed between the two experimental groups

than heart rate changes and so the vasoconstriction scores will be given

more credence in evaluating differences between the two groups.

Measures of Experienced (Overt) Emotion

The Liorr -McNair Mood Scales were used to allow subjects to

report their experienced emotional state. This set of scales contains

52 mood adjectives, each of which was presented to the subject typed on

a 3 x 5 card. The subject sorted the deck of mood word cards into four

piles according to how well the word described her mood. The four piles

were labeled "not at all, " "a little, " "quite a bit, " and "extremely. " It

took three to five minutes to sort through the deck, and each subject did

this both before ("according to how you feel right now") and after the tape

("according to how you felt while listening to the tape"). It was felt that

asking the subjects in the second administration to report feelings during

a period several minutes previous to when they actually did the sorting

would maximize any tendency they might have to suppress, exaggerate,

or reinterpret their reports of their own feelings - -that is, to maximize

their own response tendencies. This is important, since the focus of

interest is not on what truly happened while the subject was listening to

the tape, but how the subject encoded and interpreted the experience in

terms of her perception of her own emotional state.

The Lorr -McNair scales were developed by combining the contents
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of several extant scales with the addition of further words in which the

authors were interested. Starting with an original scale consisting of

55 words, the authors several times administered it to subjects, factor

-

analyzed it, eliminated factorially complex and nondefining items, added

new words, and administered it to another group of subjects. In its

present form, each of the scales loads on one of seven factor s - -tension

-

anxiety, anger -hostility, depression, vigor -activity, fatigue -inertia,

friendliness, and confusion. The scales have been shown to correlate

significantly with psychotherapeutic treatment and with therapists' ratings

of behavior among out-patient populations (Lorr & McNair, 1966; McNair

& Lorr, 1964).

This particular set of scales has several advantages for use in the

present study. First, the card format is simple and quick to use, and

should involve less contamination from one rating to the next since all a

subject's ratings are not visible to him at once. Second, it contains

enough scales to provide a number of factorially differentiable mood

scores, but is not long enough to be excessively time-consuming. For

use in the present study, I added four adjectives to the end of the scale

to give a clearer indication of the subjects' feelings of interpersonal

interest and feelings of helpfulness . The added words were: sympathetic,

helpful, considerate, protective. The record sheet used, which lists the

scales under each factor and gives the order in which the cards were

presented, appears in Appendix U.





42

The scores actually used in the analysis were the differences be-

tween the scores on the second administration and the scores on the

first. Thus, the following scores were analyzed:

1. Tens ion -Anxiety score (tension -anxiety score on post-test

minus tension-anxiety score on pre -test)

2« Depression score (depression score on post-test minus depres
sion score on pre-test)

3, Confusion score (confusion post -test score minus pre-test

score)

4o Anger -Hostility score (anger -hostility post-test score minus
pre-test score)

5. Friendliness score (friendliness post-test score minus pre-
test score)

6. Fatigue score (fatigue post-test score minus pre-test score)

7. Vigor -Activity (vigor -activity post-test score minus pre-test

score)

8o Helpful Feeling score (helpful feeling post-test score minus
pre-test score)

For each of these, a positive score indicates that there was an increase

in the report of items on that factor following the tape, while negative

scores indicate that the factor items were reported to a lesser extent

following the tape.

Measures of Discrepancy

A score was required to quantify the discrepancy or congruence

between overt and covert emotional arousal. This was created in the

manner described by Weinstein et al. (1968). This procedure presumes
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that there are several ways in which covert arousal could be manifested,

and also several scores which could manifest overt mood change. The

discrepancy score for each subject represents the difference between her

position in the sample on her most responsive covert measure and her

position in the sample on her most responsive overt measure.

The three physiological measures - -Vasoconstriction, Heart Rate I,

and Heart Rate II- -were selected for the covert measures. Anagram

scores were omitted because in this study they showed no relationship to

any of the other arousal or anxiety measures and so it did not seem safe

to include them as expressions of anxiety. Each of the physiological

measures for each subject was transformed into a standard score repre-

senting number of standard deviations above or below the sample mean for

that variable.

The measures selected to indicate overt arousal were those in

which the subject was clearly reporting her emotional state. Ambiguous

mood scales such as Fatigue or Confusion, which do not necessarily have

emotional overtones, were omitted, and only three of the mood scales--

Tension -Anxiety, Depression, and Anger -Hostility- -were used in the

calculations. Each was transformed into a standard score in the same

manner as with the physiological data.

Each subject then had three scores representing where her physio-

logical scores fell in relation to other subjects in the group, and three

scores representing where her mood report scores fell in relation to
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those of other subjects. From these standard scores for each subject,

the highest of the physiological standard scores and the highest of the

mood report standard scores were selected. The Discrepancy score was

the highest physiological standard score minus the highest mood standard

score

.

Thus, a positive Discrepancy score indicates that the subject's

physiological arousal scores were relatively higher than her mood report

scores; a zero score indicates that they were equivalent; and a negative

score indicates that her mood report scores were relatively higher than

her physiological arousal scores. The fact that the score is constructed

by choosing among several overt and covert measures in each case per-

mits some leeway for individual response patterning of sympathetic

arousal, and for individual interpretations of the arousal as being any

one of several moods.

These discrepancy score calculations were done only for the Suicide

Tape subjects, since the nature of the physiological arousal scores in the

Non-Suicide Tape group would have rendered the meaning of discrepancy

scores in this group very questionable. The idea of a discrepancy score

presupposes that the components - -the arousal and mood scores - -refer to

the same point in time and the same state of the organism. For the

Suicide Tape group there was reason to believe that the suicidal segment

(segment 6) represented the point of maximal physiological arousal,

since a detailed pilot analysis had shown this to be true in four out of
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five subjects. Thus, the comparisons involving physiological tracings

during segment 6 may be taken, in most cases, to represent the extreme

of the subject's arousal during the tape, as the mood score should indi-

cate the extreme of the subject's remembered mood arousal during the

tape. However, for the subjects who heard the Non-Suicidal Tape, this

assumption that the mood reports and physiological tracings are com-

parable in referent cannot be made. In the pilot group mentioned above,

none of the five subjects who heard the Non-Suicide -Threat Tape showed

maximal arousal during segment 6, and in fact there was no one portion

of tape which regularly elicited maximal arousal in these subjects. Thus,

discrepancy scores using segment 6 physiological measures with the

Non-Suicide Tape would tend to overweigh the mood scores, since in

many cases subjects would have been more aroused during other seg-

ments, and this arousal would show up on the mood scores but not on the

physiological scores. Using segment 6 scores would have tended to make

subjects in the Non-Suicide Tape group have spuriously low discrepancy

scores

.

A conceivable option would have been to take the point of maximal

physiological arousal for each subject as the physiological component of

the discrepancy score. However, this would have maximized the possi-

bility of mistaking irrelevant artifactual pulse height or pulse rate changes

for genuine changes in arousal level, thus inflating the discrepancy scores

spuriously.
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Since there seems to be no very solid way to construct discrepancy

scores for subjects in the Non-Suicide Tape group, and since the specific

questions of interest involving discrepancy refer exclusively to the Sui-

cide-Threat Tape, discrepancy scores were used only for the Suicide

Tape group.

Repressor -Sensitizor Response Tendency

The scale used was the one described by Byrne (1961). This is the

Altrocchi, Parsons, and Dickoff (I960) scale with item overlap removed

in the scoring„ The scale consists of the MMPI scales Depression,

Psychasthenia, and Welsh Anxiety, minus the L,, K, and Hy denial scales

(Dahlstrom &; Welsh, I960). There are 156 items in all. Low scores

represent "repression" (non -complaint, non-report of personal problems

or unpleasant feelings), while high scores represent "sensitization"

(willingness to complain, criticize, report unpleasant feelings and s-^rmp-

toms). Byrne administered the test to 394 male and 230 female under-

graduates and found the modal scores to be between 40 and 70 for both

males and females. The mean for males in his sample was 63.08 (S.D.

17.71), while the mean for females was 6 1 . 80 (S. D. 16.20). In the pres-

ent study, using only females, the mean score was 64.75 (S.D. 14,88).

The Suicide Tape group mean was 64.42, while the Non-Suicide group

mean was 65.08. Scores ranged from 36 to 110.

Subjects in the present study took the test as part of a set of
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introductory questionnaires (see Appendix II) at the beginning of the

experimental session. Their scores were available at the time that they

were assigned to groups, and they were assigned so as to attain a bal-

anced distribution of RS scores in the two groups.

Additional Background Information

In addition to the R-S scale, at the beginning of the experimental

session subjects were asked to fill out two other questionnaires designed

to give information about their experience with mental health problems,

and whether they were currently experiencing signs of general emotional

stress, anxiety, or depression. Examples of these two questionnaires

are given in Appendix II. The background questionnaire simply provided

personal data on the subject.

The Health Opinion Survey (HOS), present tense form, was used to

allow subjects to indicate any emotional or psychophysiological symptoms

of stress that they were currently experiencing. The scale contains

questions about depressive symptomatology, anxiety symptoms, and gen-

eral evidence of stress (Leighton, A. H. , 1965; Leighton, Leighton, &

Danley, 1966; MacMillan, 1967). In the present study, three scores were

obtained from the instrument: a depression score, an anxiety score, and

a total score. Although the identification of psychiatric symptomatology

is not at issue here, the standard symptomatic interpretation will be

briefly described in order to provide an orientation to the meaning of the

scores that were obtained. The norms currently in use for this instrument





48

are: total score between 20 and 29, within normal limits; total between

30 and 34, borderline; and total score of 35 or over, a high degree of

stress, ^ For the subjects in this experiment, the mean score was 28. 58

(S.D. 4.37), which falls in the "normal limits" range. Suicide Tape

group mean was 28.97, while the mean for the Non -Suicidal Tape group

was 28. 19. Nine Non-Suicide Tape subjects and 11 Suicide Tape subjects

scored between 30 and 34. Three subjects in each group scored above 35.

As was the case with RS scores, subjects were assigned to groups so as

to balance the distribution of total HOS scores between the two groups.

Subjects' Impressions and Interpretations of the

Stimulus Person

In order to obtain a more detailed picture of what specific impres-

sions Debby made on the subjects, each subject was asked to fill out a

questionnaire at the end of the experiment in which she was asked to

describe and rate her impressions of Debby on 12 essay-type questions

and 11 rating scales (see Appendix II). The rating scales, from which

impression scores were derived, were grouped into three categories:

(a) liking -closeness -identification; (b) feelings of reality about the con-

versation; and (c) prognosis -suicide risk. For each rating subjects were

given a 5-point line with a defining statement at each end. They indicated

their impressions by making a mark somewhere between the two end-

point statements. Scales were scored from 1 to 5. Table 3 presents the

'^L.eighton, D, ,
personal communication, 197?.
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Table 3

Rating Scales from Post-Tape Questionnaire

Category 1: Liking-closeness -identification

In general, I disliked her . In general, I liked her.

She was hard to sympathize with. . . . » She was very easy to

sympathize with.

I didn't feel sympathetic at all. .1 felt a lot of sympathy
for her.

I did not feel close to her at all. ... co .... .1 felt very close to her.

If I knew her, we would not be friends at all. .......... If I knew
her, we would probably be close friends.

Category 2: Reality-clarity of tape and of own responses

I didn't feel very much about her one way or the other

I felt very strongly about her.

I had no picture of her at all. ......... .1 pictured her very clearly.

She was hard to talk to. . , . She was easy to talk to.

I was not at all as I am in "real-life" conversations.

I talked to her just as I would in a "real -life" conversation.

Category 3: Prognosis and suicide risk

Debby will be in very bad shape (in the next few months).

Debby will be all right (in the next few months).

There is great danger of suicide. . There is no danger of

suicide

.
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defining end-points of the scales in the various categories, with the low-

score (score 1) end given first and the high-score extreme (score 5)

given second. In the actual administration of the scales, the items were

presented in a mixed order, and five of them were presented with the 5-

point extreme at the left side of the rating line.

For the analysis raw ratings were used for the Prognosis and Sui-

cide Risk scales. The Category 1 items were averaged to form a single

Closeness -Identification score, while the Category 2 items were aver-

aged to form a single Felt Reality score. In addition, absolute differ-

ences from a neutral rating (score of 3) were averaged to form a Polar-

ization score.

Thus, to summarize, five scores were used from the post-tape

questionnaire rating scales. They were:

1. Closeness -Identification score

2. Felt Reality score

3. Prognosis score

4. Suicide Risk score

5. Polarization score

Measures of Subjects' Ability to Respond

In this study, ability to respond is considered in the very general

terms of staying involved in the interaction and giving some signs to the

"suicidal" person that the communication has been heard and understood.

It is not at all clear what constitutes the best possible response to
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suicidal communications, but there seems to be good consensus that

withdrawal from the suicidal person represents a poor response.

Subjects' ability to respond to Debby was scored from two sources

in this study --formulation of a plan to help her, and verbal responses

during the pauses in the tape. Scoring for both of these was intended

primarily to indicate either responsiveness or withdrawal, and second-

arily to provide a rough categorization of types of responses that

occurred.

1. Scoring of plan formulation . The data for this rating were

subjects' written answers to the question on the final questionnaire:

Do you have any ideas about what Debby needs now, or what might
help her? If you knew her, would you try to suggest anything to her,

advise her, or try to do anything for her yourself? Please describe.

Subjects' answers to this question were scored for ability to con-

ceive of a concrete plan and willingness to take steps to carry it out.

Table 4 summarizes the ratings used. A more detailed description of

the rating scales is given in the Raters' Instructions in Appendix III. It

should be noted that the clinical adequacy of the plan is not taken into

consideration in the ratings at all.

The subjects' answers were scored independently by three raters,

one of whom was the experimenter and the other two of whom were not

told about specific hypotheses involved. All raters scored the answers

without knowing which group the subject was in. All three raters agreed

in their ratings for 46 of the 72 subjects. At least two of the three raters
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Table 4

Rating Categories for Plan -Formulation Itera

Score Category Description

1 No plan suggested.

2 Describes what is needed, but without any self-

involvement.

3 Gives advice without further self -involvement.

4 Gives vague plan indicating nonspecific intention

to try to help.

5 Gives specific plan telling exactly how she would
try to help, and offering fairly extensive self-

involvement.
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agreed on every subject. On only 3 subjects was there a disagreement

among the raters of more than one category.

Kendall's Tau was calculated for the ratings of the three raters to

evaluate their agreement. Table 5 gives the Tau coefficients for each

pair of raters. Rater 1 was the experimenter. All of these correlations

are significant beyond the .001 level, and the ratings are considered to

be acceptably reliable. The score used for this item in the analysis was

the mean of the three ratings for each subject.

2. Scoring of subjects' verbalizations. Data for this score were

verbatim transcriptions of the tape recordings of the subjects' verbal

responses during the nine pauses in the tape. The responses were typed

one to a card, and the cards were shuffled so that one subject's responses

were not together and the responses to any given segment of tape were

not grouped together. The cards were given to an independent rater, who

had a general idea of what the stimulus tapes had contained. However,

she did not know of the specific suicidal content, nor of the hypotheses

involved in the study. She scored each response for the following charac-

teristics:

1. whether or not the subject mentioned death or suicide

2o whether the subject responded at all

3. the type of response that was made

Scoring categories are summarized in Table 6. A more detailed descrip-

tion of the categories can be found in the Rating Instructions in





Table 5

Concordance Among Three Raters

Rater
Rater

1 2

1 1.000

2 .7983 1.000

3 .8761 .7504 1.000

Note. --Mean of the three coefficients is . 8083.
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Table 6

Rating Categories for Subjects' Verbalizations

Category Name Description

I. Death Content Subject mentions death or suicide,

II. Non-Responsive

1. No Response

2. Non -Conversa

-

tional Response

3. Minimal Response

UI. Responsive

1. Information
Question

2. Interpretation

3. Advise on Action

4. Advise on Think/
Feel

5. Tell about Self

6. Negative Feeling

(dislike)

7. Positive Feeling

(liking)

8. Offer Help

9. Unintelligible

Subject says nothing.

Subject talks about rather than to

stimulus person.

Subject responds with a grunt or one

or two words, showing no interest.

Subject asks simple question designed

to elicit information.

Leading questions or interpretations.

Subject advises stimulus person what

to do.

Subject advises stimulus person on

what to think or feel.

Subject tells about own experiences

or thoughts

.

Subject expresses anger or strong

disapproval toward stimulus person.

Subject expresses approval, liking,

strong empathy, or encouragement to

stimulus person.

Subject offers to do something to help

the stimulus person.

Subject responds but reply cannot be

understood.

Note. - -AH categories are scared 0 or 1 for each response.
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Appendix III.

In order to insure that the rater's use of the rating system was

consonant with the experimenter's conceptualization of it, the rater rated

data from 10 pilot subjects before beginning the major part of the ratings.

The experimenter also rated these 90 responses, and their ratings were

compared. On the categories of Death Content and of whether the sub-

ject's response fell into the Non -Responsive or Responsive categories,

the agreement was 100%. On the ratings of the specific type of responses,

agreement ranged from 68.9% to 100%. After completing these ratings,

the experimenter and the rater discussed the instances and categories in

which there were disagreements. The rater then proceeded to rate the

rest of the experimental data. The experimenter also rated the first 50

responses of the experimental data, to provide a second estimate of

agreement. Again the two sets of ratings agreed 100% on Death Content

and on whether or not the subject was responsive. Agreement on classifi-

cation of response type also improved somewhat in many cases. Cate-

gories, percent agreement for the pilot data, and percent agreement for

the first 50 responses of the experimental data are presented in Table 7.

The independent rater's ratings were the scores used in the analy-

sis. Segments 2 through 9 were used, and subjects who had missing data

were eliminated. The number of times each subject used each Responsive

subcategory was tallied. In addition, three change scores were calculated:

1. Death Content score: Number of death content ratings on seg-

ments 6 through 9 minus the number of death content ratings
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Table 7

Agreement Between Raters in Classification

of Subjects' Verbalizations

Category Pilot First 50 Responses

I. Death Content 100% 100%

n. Non-Responsive 100% 100%

1. No Response 100% 100%

2. Third Person 100% 100%

3. Minimal Response 100% 100%

in. Responsive 100% 100%

1 . Information
Question 94.4% 90%

2. Interpretation 68.9% 74%

3. Advice/Action 88.9% 90%

4. Advice/Thinking 88.9% 90%

5. Tell about Self 93.3% 94%

6. Negative Feeling
(dislike) 87.8% 96%

7. Positive Feeling

(liking) 84.4% 96%

8. Offers Help 100% 100%

9. Unintelligible 98.9% 100%
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on segments 2 through 5.

2. Non -Responsivity score: Number of non-responsive ratings

on segments 6 through 9 minus the number on segments 2

through 5.

3. Responsivity score: Total number of responsive categories
scored on segments 6 through 9 minus the number scored on
segments 2 through 5.

Thus, each score indicates the change in the use of the category

concerned following segment 6. A positive Death Content score indicates

that the subject spoke of death on more occasions following segment 6

than before o A positive Non-Responsivity score indicates that the subject

did not respond on more occasions following segment 6 than before it.

A positive Responsivity score indicates that the subject used more respon

sivity categories (that is, said more different kinds of things) following

segment 6 than preceding it. It is apparent that the Non-Responsiveness

and Responsiveness scores, while highly related, are not simply the

inverse of each other. For example, a subject who always answered the

stimulus person but who kept each answer brief and simple could have

low scores on both Non-Responsivity (since she always answered) and on

Responsivity (since she did not say much).

Apparatus

The experiment was conducted in a suite of rooms designed for

sleep research. The room in which the subjects were run contained a

bed, a reclining lounge chair in which the subjects sat while listening to

the tape, a table and chair where they filled out the questionnaires, and
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some cabinets. The room was soundproofed and electronically shielded.

The plethysmographic light source and photocell were embedded in a

block of wood which in turn was embedded in a foam cushion attached to

the right arm of the lounge chair, so that when the subject sat in the

chair and placed her finger over the light source her arm was supported

comfortably at about chest level. Her finger was covered by a piece of

black cloth to filter out as much ambient room light as possible, and was

lightly restrained by a Velcro strip.

All monitoring equipment was in the next room, including the Grass

Model 7 polygraph and two tape recorders. One tape recorder recorded

the subject's voice from a microphone near her chair, and the other

played the stimulus tape through a speaker in the room where the subject

was. There was a mirror -window between the two rooms, which was

covered on the subject's side with a curtain. The curtain was open just

enough to permit the experimenter to see the subject when she was work-

ing at the table. A sound system controlled from the experimenter's

room permitted conversation between the two rooms, and this feature was

used during the sensitivity test period at the very end of the session.

The Experimental Session

The general form which the experimental sessions took will be

described here. Details of the session and of the experimenter's instruc-

tions to the subjects can be found in Appendix IV.
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Subjects were run one at a time. The sessions lasted one -and -a-

half to two hours. When the subject arrived, she was given a brief

introduction to the topic of the experiment, and then asked to fill out the

introductory questionnaires. She then did the anagrams test (List 1) and

the mood scales. These tasks took about half an hour.

After completing these, the subject listened to the tape, which took

about 20 minutes. After the tape she did anagrams List 2, sorted the

mood adjectives again, and then filled out the post-tape questionnaire.

After this the experimenter explained the experimental plan in some

detail and answered any questions the subject might have. When the sub-

ject had received a complete explanation of the experiment, she did the

physiological responsivity tasks

.

Summary of Procedures

Because a great many variables have been described in this section,

it was felt that it would be helpful to present these summarized in tabular

form for later reference. Table 8 presents each variable, its source in

the data, and the interpretation of high and low scores.
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CHAPTER ni

RESULTS AND DISCUSSION

Chapter I offered two kinds of questions to be asked of the data.

The first set of questions involved differences between the Suicide and

Non-Suicide Tape groups, while the second set was concerned with the

relationships among variables within the group of subjects who heard the

Suicide Tape.

Differences Between the Two Groups

The specific predictions made in Chapter I were:

1. Subjects will show more covert arousal when the suicidal com-
munication is present.

2. Subjects will report more emotional arousal after hearing the

suicidal threat, as compared to subjects who did not hear the

threat.

Also of interest were the influence of the suicide threat on sub-

jects' perceptions of the stimulus person and the relationship between

presence of the suicide threat and ability to respond to the stimulus per-

son. However, no specific predictions were formulated about these lat-

ter categories of variables.

Each category of variable subsumed several individual measures.

~ 68
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The sources of the scores and measures used in the analysis can be

found in Table 8 in Chapter IIo Table 9 lists the specific variables used

in testing the above predictions. In all, the groups were compared on

22 variables. Before attempting to evaluate differences between the

2
groups on any particular variable, a Hotelling's T statistic was calcu-

lated to determine whether there were overall differences between the

two groups, considering all the variables simultaneously (Morrison, 1967;

2
Tatsuoka, 1971), The observed multivariate T was 60,783, which con-

verts to an F of 1. 934. This F is significant at the . 05 level with 22 and

49 degrees of freedom, and therefore the null hypothesis of no difference

between the group means on all variables considered simultaneously can

be rejected.

It then becomes reasonable to ask on which of the individual vari-

ables there are significant differences between the Suicide Tape and the

Non-Suicide Tape group means.

The data were subjected to a stepwise discriminant function analy-

sis to determine the relative extent to which each variable distinguished

between the Suicide and the Non -Suicide Tape groups (Tatsuoka, 1971),

Table 10 presents the variables in the order in which they were entered

into the discriminant function, their F value at entry into the function,

their F value at the first step of the function, and the percent of subjects

correctly classified by the combination of variables included in the func-

tion up to that point. Thus, the percentage figure for the first variable
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Table 9

Response Variables on Which the Two Groups Were Compared

1. Covert arousal measures

Vasoconstriction
' Heart Rate I (cardiac acceleration from segment 5 to 6)

Heart Rate II (cardiac acceleration from relaxed period to seg-

ment 6)

Death Anagrams score

Neutral Anagrams score

2. Reported emotional arousal measures

Tension-Anxiety score

Depression score

Confusion score

Anger score
Fatigue score

Vigor score
Friendliness score

Helpful Feeling score

3. Attitude measures

Prognosis rating

Suicide Risk rating

Closenes s -Identification score

Realism of tape/clarity/realism of own responses

Polarization score

4. Measures of ability to respond

Plan Formulation score

Non-Responsiveness score

Responsiveness score

Death Content score



I
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Table 10

F Values and Classification Levels from Discriminant
Function Analysis

F Multiple F Percent Correctly
Variable (at entry) (at 1st step) Classified

Vasoconstriction 17. 8935^ 17. 8935 72. 22

Death Content 7. 7583 14. 8304 75. 00

Tension 5, 0843^ 5. 8402 80. 55

Prognosis 3. 3050 . 3726 83. 33

Depression 2. 5159 2. 6573 81, 94

Polarization 1„7931 . 0372 83. 33

Confusion 1.3173 .2558 80. 55

Reality 1. 0689 . 2662 83. 33

Risk .8184 .0106 84. 72

Non -Responsive . 5692 . 1038 84. 72

Vigor . 6538 2. 9437 86. 1

1

Heart Rate 1 . 3680 .4138 84. 72

Closeness/
Identification . 3261 . 1785 84. 72

Helpful Feeling . 2444 1. 8978 84. 72

Fatigue . 2246 . 8348 83. 33

Heart Rate II . 2616 . 2351 84. 72

Plan . 1423 . 1741 86. 11

Death Anagrams . 2529 . 2322 87. 50

Neutral Anagrams . 0947 . 0000 88. 88

Anger . 0548 1. 8869 88. 88

Friendliness .0136 . 7912 87. 50

Responsiveness .0076 . 0503 87. 50

% less than . 001 with df 1, 70.

less than .01 with df 1, 69.

^p less than .05 with df 1, 68.
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indicates the percentage of subjects whose group membership could be

determined by reliance on that variable alone. The percentage following

the second variable indicates the percentage of subjects correctly classi-

fied when both the first and second variable are taken into account, and

the percentages proceed in this manner until all variables have been

entered.

It can be seen that only three variables-- Vasoconstriction, Death

Content, and Tension- -discriminate significantly between the two groups

when taken alone. Although other variables do not make significant indi-

vidual contributions, adding them to the function does in several cases

improve predictive value. Prognosis, rated suicide risk, reported vigor

ous mood, ability to formulate a plan, solving death anagrams, and solv-

ing neutral anagrams contributed predictive value to the discriminant

function when they are entered. It can be concluded, however, that the

variables which most substantially differ as a function of whether or not

the suicide threat was heard are the three which show significant indi-

vidual discrimination: vasoconstriction, speaking of death to the stimu-

lus person, and reporting oneself to feel tense.

The ability of the variables when combined in the best possible dis-

criminant function to place subjects in their proper group is good, since

87. 5% of subjects were correctly placed when all variables were con-

sidered together. Another way to represent the degree of differentiation

between the two groups is to compute the numerical value of the best
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discriminant function for each subject, using the sum of all variables

multiplied by their respective weights in the function. These scores

comprise the first canonical variate. Figure 1 represents a plot of the

scores of all subjects on this composite variable. The horizontal axis

is the first canonical variate, (The vertical spread of the scores repre-

sents their distribution on a dummy variable utilized to provide a more

readable figure.) It is clear that scores of Suicide Tape and Non-Suicide

Tape subjects tend to cluster at different positions on the horizontal co-

ordinate. The implication of this clustering, and of the accuracy with

which the discriminant function assigned subjects to groups, is that the

discriminant function analysis was rather successful in discovering a

function to separate the groups. This is in accordance with the results

2
of the T analysis in suggesting that there were fairly stable and reliable

differences in subjects' responses depending on whether they heard the

Suicide Threat or Non-Suicide Threat version of the tape.

In order to understand more precisely how each variable contrib-

utes to the discriminant function, the individual coefficients for the first

canonical variable (that is, the variable weightings for the best dis-

criminant function) can be examined. Overall and Klett (1972) caution

that these weightings are related to the individual units involved in each

variable, and to achieve comparability they recommend multiplying each

coefficient by the standard deviation of that variable. Table 11 presents

each variable, its coefficient in the discriminant function, its standard
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Table 11

Standardized Canonical Coefficients

Variable
Canonical
Coefficient X

Standard
Deviation

Standardized
Coefficient

Death Content 1.8268

Vasoconstriction 4.3717
Prognosis rating .4442

Depression .0934
Closenes s -

Identification . 2048

Tension-Anxiety .0447

Fatigue .0465

Heart Rate I . 0498

Death Anagrams > .0824

Heart Rate II .0146

Anger ,0203

Responsiveness .0138

Friendliness -0.0117

Vigor -0.0213

Neutral Anagrams -0,0631

Non-Responsiveness -0, 1410

Suicide Risk -0. 1035

Helpful Feeling -0.0432

Plan Formulation -0. 1166

Reality -0.2745

Polarization -1. 1066

Confusion -0. 1428

. 502

. 150

1. 153

4. 973

. 998

4. 234

3. 865

2. 901

1. 703

5. 826

3. 108

2. 088
3.440
3. 620

1.411

.727

1. 138

2. 841

1. 126

. 682

. 321

2. 781

.9171,

. 6558'

.5122^

.4645'

. 2044

. 1893

. 1797

. 1445

. 1403

. 0851

. 0631

. 0288
-0. 0402
-0. 0771
-0, 0890
-0. 1025

-0, 1178

-0. 1227

-0. 1313

-0. 1872

-0. 3552
-0. 3971

High positive weights,

High negative weights,
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deviation, and the product of multiplying the coefficient by the standard

deviation. Variables are presented in order of magnitude of this final

product. It can be seen that when all variables have entered the equation,

four have a relatively high positive weight (Death Content, Vasocon-

striction, Prognosis, and Depressed mood), while two have a relatively

high negative weight (Polarization and Confusion).

Discussion of differences between
the groups

It is clear that subjects who heard the Suicide Threat Tape differed

in their overall responses from those who heard the Non -Suicide Threat

Tape. As predicted, physiological arousal (specifically, Vasocon-

striction) and reported emotional arousal (Tension and Depression) con-

sistently appear to show significant differences, with subjects who heard

the Suicidal Threat Tape showing more Vasoconstriction, more Tension,

and more Depression. This is consistent with the idea that a suicide

threat presents a peculiarly gripping experience. Even in the context of

listening to someone who is depressed, desperate, and complaining, the

presence of a statement that suicide is intended is associated with sig-

nificantly increased sympathetic arousal and with a significantly more

uncomfortable (tenser and sadder) mood state.

There was no evidence to suggest that the Suicide Tape made sub-

jects less willing to talk to the stimulus person, and in fact the greatly

increased proportion of subjects in the Suicide Tape group who directly
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discussed death suggests that some of them at least were openly facing

the issue in their conversation with her. It is somewhat confusing then

that Prognosis had a relatively high positive standardized coefficient in

the discriminant function. Subjects in the Suicide Threat group gave the

stimulus person a better prognosis than those in the Non -Suicide Tape

group„ Perhaps the subjects, while talking to Debby about suicide and

death, really did not believe that this was a possibility. But in that case,

why should there be any difference between the two groups in their prog-

nosis ratings? One reasonable interpretation is that subjects were

operating on the old principle that people who talk about suicide will not

kill themselves, and, indeed, many subjects said just this to me in ex-

plaining why they had chosen to react as they did»

Further light can be shed on the question of Prognosis ratings by

recalling that subjects' Polarization score had a relatively high negative

weight on the canonical variate. Subjects who responded to the rating

scales in more extreme ways were more likely to be in the group who

did not hear the Suicidal Tape. The Prognosis rating is, of course, one

component of the Polarization score, which combmes the deviation from

neutral of all the rating scales. This means that subjects who had heard

the suicide threat tended to rate more neutrally, perhaps more cautiously

than those who did not hear this version of the tape. On each rating

measure used except for Suicide Risk (measures were Prognosis,

Closeness -Identification, and Felt Reality), the group hearing the
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Suicidal Tape differed from the other group in rating on the average

closer to a neutral rating. Although none of the differences are of a

magnitude to be considered significant except for the Prognosis rating,

perhaps this rating should be interpreted as representing caution (stick-

ing to a neutral "3" rating) rather than genuine optimism about the reso-

lution of the stimulus person's problems.

The use of Responsiveness subcategories

While no predictions were made about the particular types of verbal-

izations subjects would make, each verbalization had been scored for the

response categories it contained (see Table 6, page 55, for a description

of the response categories used). Therefore, types of comments made

could be identified. To evaluate whether the groups differed in response

category use, change in use of each category by each subject following

segment 6 was calculated, yielding eight change scores per subject

(Information Questions, Interpretations, Action Advice, Advice about

Thoughts, Telling about Self, Expressing Dislike, Expressing Liking,

Offering Help, and Unintelligible Remarks),

2A Hotelling's T statistic was calculated for these eight variables

for the two groups to determine whether there were overall differences

in the kinds of responses given by the two groups. The observed multi-

2
variate T was 16,000. This is not significant when converted into an

F-observed of 1.800, with 8 and 63 degrees of freedom (p greater than
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.05). Therefore, it cannot be concluded that there were overall differ-

ences in the usage of the response subcategories between subjects who

did and did not hear the suicide threat.

It is still of interest, however, to know which types of responses

predominated in general, and whether this tended to change from the

beginning to the end of the tape. Table 12 presents descriptive statistics

for the response subca.tegories: mean number of times the category was

used by all subjects, and mean change in use of the category during the

last half of the tape as compared to the first half. A positive change

score indicates that the category was used more frequently later in the

tape, while a negative score indicates that the category was used less

frequently in the later half of the tape than in the earlier half. Since ther

were eight response periods under consideration, an Average Total Use

score of 8 would mean subjects used the category in each response period

while scores approaching zero mean the category was rarely used. Inter

pretative statements and advice are, as can be seen, by far the most fre-

quently occurring responses. None of the categories show much change

in the course of the tape. These frequencies would suggest that, by and

large, subjects did not share themselves very much with the stimulus

person, whether by directly talking about their own experiences, by offer

ing help, or by expressing how they felt about her. Rather, they appar-

ently took a more businesslike approach of offering advice and interpreta

tions, trying to get her to understand things better or to change her ways,





80

Table 12

Descriptive Statistics for Responsiveness Subcategories

Category Average Total Use Mean Change in Use
(2nd half of tape)

Information Questions ,25 -0,08

Interpretation 5.62 -0„ 17

Advice/Action 2,95 0.045

Advice/Thought 2.05 0.25

Telling about Self ,875 -0.16

Dislike .416 0.11

Liking ,486 -0.18

Offers Help . 097 0. 04
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Even when segment 6 --the segment which on the Suicide Threat

Tape contained the suicidal statements - -is considered separately, differ-

ences between the two groups in their use of categories of responsive-

ness are relatively minute. Mean category use for segment 6 alone for

each group is tabiilated in Table 13.

In the responses for segment 6, as in the responses to the tape as

a whole, interpretative statements and advice -giving are the most fre-

quently observed responses, and this is true whether the segment being

responded to is the suicidal threat or not.

Summary of differences between
the groups

While the two groups - -those who did and those who did not hear

the suicidal threat--could be shown to differ in several respects, almost

all the points of difference were ordinarily invisible ones. No evidence

was found that the subjects differed quantifiably in their verbal behavior

in the two conditions. In every case the differences involved private

variables, such as reported emotional state, evidence of physiological

arousal, or differences in perceptions and assessments of the situation.

Perhaps this was because finer distinctions were possible in the self-

report and physiological measures than in the behavioral measures, which

were for the most part all -or -none tallies.
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Table 13

Categories of Response Used in Segment 6

Category Mean for Suicide Tape Mean for Non-Suicide Tape

Inforraation .028 . 056

Interpretation .75 .78

Advice/Action .31 . 17

Advice/Thought . 31 .39

Telling about Self . 08 .03

Dislike . 14 .06

Liking . 03 . 03

Offers Help .06 .03
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Relations Among Variables "Within the Groups

In Chapter II four specific relationships in this category were pos-

tulated.

1. Discrepancy between covert arousal and self-report, in the

direction of high covert arousal and low self-report, will be

associated with inability to respond to the suicidal communi-
catiouo

2„ Alternatively, self -reported arousal alone will be associated
with ability to respond to suicidal communications, regardless
of covert arousal.

3. Overt-covert congruence (lack of discrepancy) and amount of

self-reported emotion will both be associated with sensitiza-

tion score,

4. And so repressors will be less able to respond to the suicidal

threat than will sensitizers.

The variables which bear on these propositions are: the measures

of self -reported emotional arousal; the covert arousal scores; the Dis-

crepancy score; the R-S score; and the Responsiveness scores (see

Table 8, page 61, for summaries of the derivation of these scores). The

scores used for R-S, Discrepancy, and Responsiveness were those

described in the respective categories of Table 8,

The self-reported mood variables which are of interest here are

those which indicate whether a subject is reporting clear emotional

arousal. Therefore, not all of the mood scores available from the Lorr-

McNair mood scales were used. Fatigue, Vigor, and Confusion reports

could be intended as indicating bodily or mental states which the subject

did not perceive as representing moods or emotion at all. The
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Friendliness and Helpful Feeling scales may have indicated attitudes

and again may not necessarily imply that the subject meant to say, "1

have feelings about this. " Only on the remaining three scales - -Tension-

Anxiety, Depression, and Anger --is the subject clearly indicating a felt

emotional state, and so these three were taken as indicators of self-

reported emotional arousal.

Two sorts of covert arousal measures were available - -cognitive

changes as measured by the Anagrams scores, and physiological changes

as measured by the Vasoconstriction, Heart Rate I, and Heart Rate II

scores. As described in Chapter II, only the physiological measures

were used for the covert arousal component of the Discrepancy scores.

Although anagram solution theoretically should bear some relationship

to anxiety, no relationship was found between Anagrams scores and the

physiological measures of covert anxiety (see Table 14). Because there

was so little ground for believing Anagrams scores to be measures of

covert anxiety in any very precise sense of the word, these scores were

omitted from the covert anxiety measures, and they were not used in the

determination of the Discrepancy scores. However, the relationship of

these scores to other variables will be touched upon later in this section.

It might be noted that there also are not very high levels of corre-

lation among the physiological measures. All these scores were retained

however, because (a) there are voluminous concrete data to the effect that

these physiological processes are associated with emotional arousal,
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Table 14

Anagram Scores and Physiological Measures: Correlation
Coefficients (Suicide Tape Group)

1 2 3 4 5

1. Vasoconstriction 1„ 0000

2. Heart Rate I 0„ 0048 1 = 0000

3. Heart Rate II -0. 0607 0„ 3944^ 1 . 0000

4. Death Anagrams -0„ 2299 Oo 2164 0 . 2182 K 0000

5, Neutral Anagrams -0. 2197 -0. 1469 -0 . 0583 0. 3085 1. oooc

p =
o 05, two-tailed test.





and (b) this permits use of the Weinstein et al, (1968) procedure for

determining discrepancy, as described in Chapter IIo

The general predictions listed above were tested by examining

whether the following relationships were found in the data collected.

a. Discrepancy score should correlate

(1) positively with Non -Responsiveness
(2) negatively with Responsiveness
(3) negatively with Plan Formulation
(4) negatively with Death Content .

b. Self-report (Tension -Anxiety, Anger , and Depression)
should correlate

(1) negatively with Non-Responsiveness
(2) positively with Responsiveness

(3) positively with Plan Formulation

(4) positively with Death Content.

c. Repres sion -Sensitization score should correlate

(1) negatively with Discrepancy

(2) positively with Tension -Anxiety

(3) positively with Anger
(4) positively with Depression.

d. Repres sion -Sensitization score should correlate

(1) positively with Responsiveness

(2) negatively with Non-Responsiveness

(3) positively with Death Content

(4) positively with Plan Formulation.

Pearson product -moment correlation coefficients were calculat<

for these variables. The entire correlation matrix is presented in

Table 15.

It is apparent from examination of this table that the several

responsiveness measures (Responsiveness, Non -Responsiveness, Pla

Formulation, and Death Content) are not very highly related, with the
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exception of the Responsiveness and Non-Responsiveness scores, which

correlated r = -0. 734 (p less than . 001). Since both Responsiveness and

Non-Responsiveness measured aspects of how much was said to the stim-

ulus person, the association between them is not surprising. Talking

explicitly about death or suicide (Death Content), however, seems quite

independent of amount said, as does ability to formulate a plan to help the

stimulus person (Plan Formulation). Thus, general paralysis or general

responsiveness apparently was not the rule among these subjects. Rather,

a subject could respond quite adequately on one responsiveness measure

while appearing unable to perform on other aspects. Thus, one implicit

assumption of the discvission of the suicide literature - -that persons hear-

ing suicidal threats would be either responsive or not- -is called into seri-

ous doubt. It must therefore be anticipated that in discussing variables

associated with responsiveness or non- responsivenes s we will eventually

be discussing the variables separately. What leads to paralysis in one

respect may have no effect upon other ways in which the subject might

respond.

Discrepancy and Responsiveness

Table 16 summarizes predicted and observed relationships for the

Discrepancy and Responsiveness variables. Since the direction of the

expected correlations was specifiable, one-tailed significance tests were

used.
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Table 16

Discrepancy and Responsiveness
(Suicide Tape Group)

Variables
Predicted

Relationship

Correlation

Coefficient

Significance

Level^

(1) Discrepancy
and Non-
Responsiveness positive 0. 027 p = . 44 n. s

.

(2) Discrepancy
and Responsive-
ness negative -0. 240 p = o 08 n. So

(3) Discrepancy
and Plan
Formulation negative 0. 070 no s

.

(4) Discrepancy
and Death
Content negative -Oo 021 p = 0 45 no s 0

One-tailed test.
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Although the negative relationship between Discrepancy and in-

crease in what the subject said (Responsiveness) approached significance,

none of the other relationships even approached this level, although three

of the four correlations were at least in the proper direction. However,

one must conclude that the proposed relationships between Discrepancy

and Responsiveness were not found.

Responsiveness and self- reported emotion

The alternative predictions, that s elf- reported arousal would be

related to Responsiveness, will be considered next. Predicted and ob-

served relationships and significance levels are given in Table 17.

Tension-Anxiety and Depression correlated significantly and as

predicted with Responsiveness. None of the self-report variables showed

the predicted relationships with the two other responsiveness measures.

Death Content and Plan Formulation. Thus, it appears that reports of

increased feelings of anxiety and depression are associated with the sub-

ject's increasing the number of communications to the stimulus person

following the suicide threat. Conversely, reports of decreased anxiety

or depression are associated with decreasing the amount said to her.

However, whether the subject reported anxiety or depression bore no

relationship to whether she actually stopped talking to the stimulus per-

son after the suicide threat (Non-Responsiveness score). Instead, self-

reported emotional state seems related only to changes in the amount said,
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Table 17

Self-Report and Responsiveness
(Suicide Tape Group)

Variables Prediction
Correlation
Coefficient Si

a
gnificance

/ 1 \ Tension and
Non-Responsiveness negative -0„065 P .35 n. s

o

Anger and Non-
Responsiveness negative Oo 028 P

_ .43 n. s

o

Depression and
Non -Responsiveness negative -Oo 075 P .33 n.s.

Responsiveness positive 0.419 P . 005

Anger and
Responsiveness positive 0. 116 P

_ .25 n.s.

Depression and
Responsiveness positive 0. 292 P =

. 04

o C 1 O T1 ^TlflJ. CiioXL/ll CLiUJ.

Plan Formulation positive -0. 176 P ,15 n. s o

Anger and Plan
Formulation positive 0« 070 P .34 n.s.

Depression and
Plan Formulation positive 0. 066 P ,35 n.s.

(4) Tension and
Death Content positive 0, 075 P .33 n.s.

Anger and Death
Content positive 0. 060 P .36 n.s.

Depression and
Death Content positive -0. 199 P .12 n.s.

a
One -tailed test.
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with subjects who reported more emotion tending to say more and sub-

jects who reported less emotion tending to say less.

Since reporting oneself to feel depressed or anxious bears some

relationship to a responsiveness measure, and neither physiological

arousal nor discrepancy show any strong association with any responsive-

ness measure (see Table 15, p. 87), these results suggest that, among

the three possibilities (felt emotion, covert emotional arousal, or dis-

crepancy between the two), it is the experience of affective arousal that

must be considered of relevance in determining the response to a suicide

threat. However, it should be emphasized that reporting feelings seems

to be associated only with saying more following the threat, and bears no

relation to any other responsiveness measure.

Repres s ion -Sensitization, Discrepancy
,

and self-report

The third set of predictions involved the relationships among

Repression-Sensitization score. Discrepancy score, and self-reported

emotional arousal measures. Table 18 summarizes the relevant predic-

tions, observed correlations, and significance levels.

None of these correlation coefficients reach significance, and all

are in the wrong direction (none reaches two-tailed significance either).

Thus, there is no evidence to support the idea that there is a strong

relationship between R-S and either reporting increased emotion, or dis-

crepancy between physiological and experienced arousal.
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Table 18

Repression-Sensitization (R-S), Discrepancy, and Self -Report
(Suicide Tape Group)

Correlation
Variables Prediction Coefficient Significance

(1) R -S and Discrepancy negative 0. 172 n. s

.

(2) R -S and Tension positive -0. 041 n. s

.

(3) R -S and Anger positive -0. 232 n. s

.

(4) R -S and Depression positive -0. 168 n. s

.

One -tailed test.
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Repression-Sensitization and
Responsiveness

The final set of predicted relationships was between Repression-

Sensitization score and the several responsiveness measures. Table 19

summarizes the predicted and observed relationships.

Scores in the Sensitization region of the R-S scale (i.e, high scores)

were associated with increasing the variety of things said to the stimulus

person following the suicide threat, while scores at the Repression end

(i.e. low scores) were associated with increased Non-Responsiveness

following the suicide threat. Of all the variables studied, R-S thus shows

the only relationship with unresponsiveness, although other variables

(specifically, feelings of tension and depression) were found to be related

to increases in the amount said following the suicide threat. This makes

Repression-Sensitization the crucial variable within this study for under-

standing what brings about unresponsiveness.

Repression-Sensitization scores

In order to provide clues for understanding what a R-S score means

in these subjects, and in this context, R-S was correlated with all other

variables in the study, to determine which ones show a strong association

with Repression or Sensitization scores. The correlations that reached

or approached reasonable levels of significance (by two -tailed criteria)

are listed in Table 20.

R-S was most strongly associated with HOS Total and HOS
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Table 19

Repres sion-Sensitization (R-S) and Responsiveness
(Suicide Tape Group)

Predicted Correlation Significance

Variables Relationship Coefficient Level

(1) R-S and
Responsiveness

(2) R-S and Non-
Responsiveness

(3) R-S and
Death Content

(4) R-S and Plan
Formulation

positive 0. 307 p = . 03

negative -0.313 p = = 03

3.

positive -0.277 n.s.

positive -0.190 n.s,

Two-tailed p = , 10,
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Table 20

Variables Showing Significant Correlations with R-S
(Suicide Tape Group)

Correlation Significance

Variable with R-S Level^

HQS Total 0.455 p = o006

HOS Anxiety score 0. 299 p = .08 .

HOS Depression score 0.400 p = .016

Helpful Feeling score -0,309 p = . 066

Closeness -Identification 0. 295 p = .08

Realism score -0. 314 p = . 06

Two-tailed test.
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Depression scores, suggesting that it involves complaints of stress and

personal unhappiness. Considering the R-S scale's derivation from

MMPI clinical scales, this is not unreasonable. Sensitization also shows

low negative associations with reports of an increase in feelings of inter-

personal helpfulness following the tape, and with the subject's ratings of

how real the tape experience seemed. Stated conversely, Repression

shows a low positive relationship with avowing increased feelings of inter

personal helpfulness after the tape and with rating the experience of con-

versing with the tape as relatively realistic and vivid. This could be

interpreted as representing an overall tendency for Repressors to state

things more pleasingly (presumably to the experimenter) than Sensitizers

by reporting that they felt involved and interested. However, this gen-

eral response tendency interpretation does not hold up in the face of the

low positive relationship between rated Closeness and R-S, This corre-

lation suggests that Sensitization and rated feelings of sympathy, close-

ness, and liking for the stimulus person tended to be related (although

the relationship was not strong in this sample) o

Thus, the following overall picture of Sensitization emerges in

these subjects. Scoring in the Sensitization range of the R-S scale was

associated with continuing to respond to the stimulus person after the

suicide threat, with describing oneself as depressed and under stress,

with not feeling particularly helpful or having a sense of ease and reality

about the tape, and with feeling close to and sympathetic toward the
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stimulus person.

Conversely, scores in the Repression range were associated with

failing to respond to the stimulus person after the suicidal threat, with

describing oneself as happy and not particularly under stress, with feel-

ing that the tape was realistic and feeling helpful, and with feeling a lack

of sympathy, closeness, or identification with the stimulus person.

One way to interpret these findings is to suppose that the subjects

who would be classified as Repressors saw Debby as quite different from

themselves. This would probably be an accurate perception if it had been

a real -life conversation. The Repressors did not complain and were not

experiencing symptoms of emotional stress, while the stimulus person

definitely was „ Because she seemed somewhat exotic, they could deal

with her at some intellectual distance. The situation seemed realistic

because they had known people who sounded like her, not because they

had been in that situation themselves. Thus, possibly, although they

were full of good will toward the stimulus person and wanted to help,

their ability to empathize failed, as expressed in their feelings of dislike

and distance, and in their difficulty in saying anything to her once she

started talking about suicide.

This interpretation implies that Sensitizers, on the other hand, felt

identified with and sympathetic toward the stimulus person. They felt

close to her, although they found the conversational situation difficult and

artificial. They did not describe themselves as having been helpful to
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her, yet they were likely to increase the araount they said to her after

the suicide threat and were unlikely to withdraw into silence.

Other correlates of Responsiveness

In order to gain a more complete picture of variables associated

with responsiveness and non-responsiveness, Pearson product-moment

correlation coefficients were calculated between responsiveness vari-

ables and all other variables in order to see which showed strong rela-

tionships with responsiveness in this sample. Since these relationships

are entirely empirical and were not predicted, their interpretation must,

of course, be taken as quite tentative. Table 21 summarizes the relation-

ships between Responsiveness score, Non -Responsiveness score, and

other variables which have not yet been discussed. Included are those

variables that reached significance on two -tailed tests.

The negative relationship between the Non-Responsiveness score

and the HOS Anxiety score seems to fall into line with the already dis-

cussed relationships between R-S and Non-Responsiveness. Subjects who

reported themselves to be happy and symptom-free were more likely to

stop talking to the stimulus person than subjects who said they them-

selves were having problems.

The fact that decreased reports of friendly feelings and of feelings

of interpersonal helpfulness following the tape were associated with

Responsiveness seems consistent with the previously reported finding
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Table 21

Correlates of Non -Responsivenes s and Responsiveness
(Suicide Tape Group)

Variable Pair
Correlation

Coefficient

Significance

Level^

Non-Responsiveness and
HOS Anxiety score

Responsiveness and
Friendliness

Responsiveness and
Helpful Feelings

Responsiveness and
Reality

-Co 331

0. 367

-0. 372

-0.455

p = . 05

p = . 03

p = c03

p = .006

Tvv^o -tailed.
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that increased tension and depression are associated with Responsive-

ness. It appears that feeling uncomfortable about the conversation may-

be facilitative of talking more. At any rate, it is of interest that by

these criteria feeling uncomfortable, perhaps dissatisfied, about the con-

versation is more likely to be associated with having been responsive

than with having been non -responsive . The negative relationship between

Responsiveness and Reality may be another manifestation of this. Sub-

jects who were more conversationally prolific following the suicidal

threat also tended to report feeling a sense of artificiality.

In sum, subjects who said nice things about the conversation tended

to have said less during it than subjects who reported themselves to have

been made uncomfortable and put off by it. But, again, these feelings

about the conversation were unrelated to whether the subject actually

stopped responding altogether. Whether or not a subject stops talking

emerges again as relating only to whether the subject describes herself

as someone who is experiencing symptoms of stress and is thus perhaps

implicitly capable of being in the same position as the stimulus person.

If the subject is feeling anxious and symptomatic in general, she remains

responsive to the anxious and symptomatic stimulus person. If she re-

ports no such feelings in herself, she is more prone to cease responding

after hearing the suicidal threat.

Table 22 and Table 23 summarize the associations that emerged

from correlating the Death Content and Plan Formulation scores with all
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Table 22

Variables Significantly Correlated with Plan-Forraulation Score
(Suicide Tape Group)

Correlation Significance

Variable Coefficient Level^

Death Anagram score 0. 374 p = . 024

Two-tailed tests.

Table 23

Variables Significantly Correlated with Death Content Score
(Suicide Tape Group)

Correlation Significance

Variable Coefficient Level^

Prognosis -0. 371 p = ,03

Neutral Anagram score 0. 345 p = ,04

Two -tailed tests.
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othe r var iabl e s .

Ability to formulate a concrete plan for helping Debby was signifi-

cantly related to only one other variable - -Death Anagram score (Table 22).

A high Death Anagram score means that the subject was better able to

solve the death -Vv/ord anagrams after listening to the tape than before, and

so suggests an alertedness to death ideas and an ability to deal with them

rationally- -that is, to play word games with them. The Plan Formulation

item requires a grasp of the stimulus person's situation, an ability to

turn this understanding into a plan, and an ability to describe this plan in

words. It is not difficult to conceive of this association as representing

a general capacity for thinking verbally with undiminished clarity in a

tense situation, and for using words well even when they concern emo-

tionally loaded issues » Thus, plan-making appears to require no parti-

cular emotional reaction to the situation and no particular constellation

of self -descriptions . Rather, it simply requires ability to deal verbally

with an emotional situation.

Being able to think of death words to solve the anagrams had no

relationship, however, to speaking to the stimulus person about death or

suicide (Table 23) „ Instead, Death Content in what the subject said cor-

related significantly with Prognosis rating (negative correlation) and with

Neutral Anagram solution (positive correlation). The subjects appar-

ently mentioned death to the stimulus person only when they felt that she

was in a deteriorating condition. The suicidal threat alone was not
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sufficient to impel the subjects to talk of death, but in addition they had

to see her situation as quite serious.

The positive association between Death Content and Neutral Ana-

gram solution suggests that, as was proposed for plan formulation ability,

certain kinds of verbal facility may make this specific type of verbal

response (talking directly about death) more likely to occur. Why only

Death Anagrams correlated with Plan Formulation, while only Neutral

Anagrams correlated with Death Content, is unclear. It is of interest,

however, that, although Neutral Anagram solution and giving the stimulus

person a poor prognosis were both significantly correlated with Death

Content, the Anagram and Prognosis variables had essentially no asso-

ciation with each other (r = -0.055). Thus, it appears that there may be

two alternate routes to being able to discuss death directly. Death may

be mentioned: (a) if the situation is perceived as truly serious; or (b) if

one's verbal facility is unimpaired.

The Non-Suicidal Tape subjects

It is reasonable to ask whether the relationships which obtained

when subjects heard the Suicidal Threat Tape are also seen when the

stimulus person was not suicidal. In order to examine this question, the

correlational procedures described for the Suicide Tape subjects were

repeated for the Non-Suicide Tape subjects. The resulting matrix of

correlation coefficients is given in Table 24, Not all correlations could
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be replicated in this group, since the concept of discrepancy was not

applied to the Non-Suicide Tape subjects for reasons described in Chap-

ter II.

The correlations which are included in Table 24 are those about

which predictions were made for the Suicide Tape subjects (excluding

those involving Discrepancy). Contrary to the relationships which

emerged in the Suicide Tape group, the results for the Non-Suicide Tape

group show that only one variable pair (Depression and Responsiveness)

were correlated to a significant degree in either direction, and no vari-

able pair correlated significantly in the previously predicted direction,

even by one -tailed standards of significance.

The Non-Suicide Tape subjects did not, like the Suicide Tape sub-

jects, increase the amount they said if the conversation depressed them.

Instead, they apparently tended to decrease the amount they said to the

stimulus person if they felt depressed. None of the other variables,

including R-S, showed any relationship to responsiveness among these

subjects

.

In order to ascertain what did seem to be related to responsiveness

in the Non-Suicide Tape subjects, Responsiveness measures were corre-

lated with all other variables. Those Pearson product-moment correla-

tion coefficients that reached significance using two -tailed confidence

regions are summarized in the following tables. Table Z5 presents those

variables showing strong relationships to Responsiveness score.
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Table 25

Correlates of Responsiveness
(Non-Suicide Tape Group)

Correlation Significance

Variable Coefficient Level^

HQS Anxiety score -Go 390 p = .02

Birth Order 0,405 p=,01

Number of Siblings 0.357 p = o03

Two -tailed.
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Increases in the amount said to the stimulus person as the tape

went on were associated with describing oneself as a happy, symptom-

free person, and with being a younger child from a large family.

Table 26 summarizes variables correlating substantially with Non-

Responsiveness score.

Subjects who began not to respond to the stimulus person during

the second half of the tape reported less fatigue. This might be more

clearly intelligible if considered in the sense that subjects who did not

cease to respond tended to report themselves to be more tired after the

tape, suggesting that continuing to respond to the stimulus person was

tiring. There is also a low but significant correlation between failing to

respond and giving neutral ratings on the scales describing the conversa-

tion (Polarization). Perhaps both could be construed as representing

cautiousness. And, again, as with Responsiveness, coming from a large

family and being a younger child are associated with more interaction

with the stimulus person.

Only one variable showed a sufficiently high correlation with Plan

Formulation to be discussed. The correlation involved is summ^arized

in Table 27.

Feelings of ease and verisimilitude in the conversation were asso-

ciated inversely with ability to make a plan to help the stimulus person.

It is unclear how to interpret this relationship. Recalling the discussion

of Plan Formulation in the Suicide Tape group, it may be that this item
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Table 26

Correlates of Non -Responsiveness
(Non-Suicide Tape Group)

Correlation
Variable Coefficient

Significance

Level^

Fatigue -0o453 p = .005

Polarization -0.337 p = o045

Birth Order -0.386 p = . 02

Number of Siblings -0,364 p = . 03

Two-tailed tests.

Table 27

Correlates of Plan Formulation
(Non-Suicide Tape Oroup)

Correlation

Variable Coefficient

Significance

Level

Reality -0.400 AOp - . u z
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was, in the Non-Suicide Tape group, a largely intellectual exercise

which was actually facilitated by feelings of distance and artificiality.

There was essentially no death content in this group, so no analysis

of this variable was attempted.

The most striking finding in analyzing the responses of the Non-

Suicide Tape subjects is how much more difficult it is to construe the

relationships among variables in these subjects. The concepts developed

in the discussion of the subjects who handled the suicide threat are

apparently not at all applicable to the subjects who heard the non-suicidal

stimulus person. The processes governing responses seem to have been

quite different.

The only clearly intelligible constellation of variables for the Non-

Suicide Tape subjects was the twice -observed relationship between family

background (family size and birth order) and responsiveness measures.

Such historical variables must be considered to be independent variables,

since they could not possibly have been under the influence of the experi-

mental manipulations, and therefore I would conclude that responsiveness

in subjects who did not hear the suicide threat was strongly influenced by

their position in their family of origin. Such an influence would presum-

ably be associated with the subject's history of interpersonal experiences,

and consequent conversational habits and proclivities. In this case it

might make sense to propose, for example, that later -born children from

relatively large families had more experience of intimate conversation
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with peers, and so were more comfortable and talkative and less put off

by the idea of hearing painful confidences, even from a relative stranger,

than were early-born or only children. This is consistent with findings

by Stotland, Sherman, and Shaver (1971) that, at college age, later -born

children appear to empathize with peers more easily than do first-born

children.

Such historical variables appeared, however, to have no influence

at all over the responses of subjects who heard the tape containing the

suicidal threat. Thus, it must be assumed that for these subjects the

historically shaped conversational proclivities which every subject must

have brought in with her were overridden or leveled. And since the only

difference between the two tapes was the presence or absence of the sui-

cide threat, the threat must be held responsible for this de -historicizing

of subjects' responses. When faced with the suicide threat, subjects'

actions seemed determined by variables operating within the setting-

-

how they were feeling that day, their ability to empathize, how they felt

as they were listening to the stimulus person--but these had become

detached from the historical variables that were highly involved when no

suicidal threat was present. A final bit of evidence to this effect is that

Birth Order showed significant (p less than or equal to .05 by two-tailed

criteria) correlations with three response variables, and Number in

Family with five response variables in the Non-Suicide Tape subjects.

In the Suicide Tape group these background variables correlated
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significantly with no other variables.

The correlational results raise the possibility that there may be an

interaction between the presence or absence of the suicide threat and

either R-S score or Birth Order. In order to investigate the influence of

Repression-Sensitization scores, subjects with R-S scores below 50

(Repressors) and above 80 (Sensitizers) were identified, and their verbal

responsiveness analyzed by two-way analysis of variance procedures.

The results of these analyses for Responsivity scores and for Non-

Responsivity scores are found in Tables 28 and 29.

These F values do not reach significance and therefore no main

effects or interaction effects can be inferred to exist.

Tables 30 and 31 present similar analyses when the subjects are

grouped into first-born and later -born children.

As with the Repression-Sensitization data, no significant effects

could be demonstrated.

Thus, we are returned to the original correlational findings that

birth order effects responsiveness for Non-Suicide Tape subjects, while

R-S effects responsiveness for the Suicide Tape subjects. The historical

variables appear to be of little importance in determining responsiveness

to the suicide threat, while the self -description variables appear not to

be importantly implicated in responsiveness to the non-suicidal stimulus

person.
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Table 28

1

Analysis of Variance of Responsiveness and
Repression -Sensitization

Mean Responsiveness Scores

Suicide Tape Non-Suicide Tape

N = 5 N = 7

Sensitizers

iviean score — u. ou iviean score — -u. od

N = 4 N = 4

Repressors

MS df F

Columns (tape group) . 9763 1 . 1655

Rows (R-S score group) 1.6882 1 .2861

Rows X Columns 6.8746 1 1.1651

Error (within) 5.9001 16
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Table 29

Analysis of Variance of Non-Responsiveness and
Repression -Sensitization

Sensitizors

Repressors

Mean Non-Responsiveness Scores

Suicide Tape Non-Suicide Tape

N = 5 N = 7

Mean score = -0. 60 Mean score = 0. 43

N = 4 N = 4

Mean score = 0. 00 Mean score = -0. 25

MS df F

Columns (tape group) .7129 1 ,8421

Rows (R-S score groups) .0073 1 . 0086

Rows X Columns 1.9395 1 2.2710

Error (within) .8540 16
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Table 30

Analysis of Variance of Responsiveness and Birth Order

First borns

Later borns

Mean Responsiveness Scores

Non-Suicide TapeSuicide Tape

N = 12

-. 0830

N = 24

-.4169

N = 13

1. 0000

N = 23

. 2619

Columns (tape group)

Rows (birth order)

Rows X Columns

Error (within)

SS

. 2330

3. 5058

10. 3564

295. 1848

MS

. 2330

3. 5058

10. 3564

4. 4309

df

1

1

1

68

F

. 054

. 808

2. 386





116

Table 31

IN Oil "* Responsiveness and Birth Order

Mean Non-Responsiveness Scores

Suicide Tape Non-Suicide Tape

N = 12 N = 13

First borns
-. 0830 . 3077

N = 24 N = 23

Later borns
. 1250 0. 0000

SS MS df F

Columns (tape group) .2884 .2884 1 . 540

Rows (birth order) .0402 . 0402 1 . 075

Rows X Colurans 1. 0851 1. 0851 . 1 2. 032

Error (within) 36. 3109 . 5340 68





CHAPTER IV

CONCLUSIONS

In this chapter the most important results described in Chapter III

are recapitulated in sum-mary form, and some further interpretations

are suggested. As in the last section, the discussion will begin with dif-

ferences between the two groups, and will then proceed to a discussion of

factors involved in responsiveness.

Effects of Hearing the Suicidal Communication

It can be concluded that subjects hearing the suicidal communica-

tion differed in both the nature and the patterning of their responses from

subjects who did not hear the suicide threat.

The differences found between the groups can be summarized as

follows:

1. Subjects showed more physiological arousal, as measured by

digital vasoconstriction, when the suicidal threat was present,

2. Subjects were more likely to talk about death to the stimulus

person when she talked about suicide, although most subjects

did not. They were likely to mention death to her only if they

thought her situation was quite serious.

3. Subjects rated themselves as becoming significantly more
tense while listening to the suicidal stimulus person than while

listening to the non-suicidal stimulus peroon.

117
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4. The stimulus person was given a better prognosis when she
talked about suicide than when she did not.

5o This paradoxical prognosis rating may have occurred because
subjects tended to be on the whole more cautious and neutral
in what they said about her on rating scales when she talked of

suicide than when she did not.

6. The suicidal tape was also associated with feelings of increased
depression but decreased confusion.

7. No differences were found in the amount said to the stimulus
person or in the type of comments made to the stimulus per-
son on the basis of whether or not she was suicidal.

Thus, the hypotheses that subjects would show more arousal, both

overt and covert, v/hen the suicidal threat was present, were confirmed

for these subjects. They both described themselves as more tense and

showed evidence of sympathetic nervous system arousal in the presence

of the suicidal threat. However, for the most part their visible responses

to the stimulus person could not be shown to differ from the Suicide Threat

Tape to the Non -Suicide Threat Tape. The only exception to this is in

their speaking of death somewhat more often when talking to the suicidal

stimulus person. An unexpected finding was that subjects became more

cautious in what they would say about the stimulus person and about their

own responses to her when she was suicidal.

There was, then, support for the idea that talk of suicide has emo-

tional repercussions for the person who hears such a communication,

even in a context that is already filled with depression and complaint.

Apparently such communications also have impact on the thought pro-

cesses of the hearer. In this case the impact appeared in the form of
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increased cautiousness and neutrality when subjects were asked to de-

scribe their impressions of and judgments about the suicidal stimulus

person.

Perhaps this cautiousness reflected distrust of what the stimulus

person said. Subjects were not directly questioned about this, but the

fact that they gave the suicidal stimulus person an overall better progno-

sis than the non-suicidal stimulus person suggests at least that they did

not believe at an overt level her statements about intending suicide. If

they were intuitively operating on the principle that people who talk about

suicide would not do it, then ipso facto someone who threatens suicide is

lying. This could have led to doubt of other things she told them as well,

in which case they could have felt that they actually knew very little about

her and so were reluctant to make judgments.

It might be argued in this context that, rather than feeling that they

were talking to an untrustworthy stimulus person, subjects in the Suicidal

Tape group felt they were talking to an unrealistic tape, that is, to no

coherent stimulus person at all. It is difficult to prove or disprove this

assertion. However, the fact that subjects in the Suicidal Tape and Non-

Suicidal Tape groups did not differ significantly in their ratings of the

realism of the experience tends to support the idea that the focus of their

uncertainty and cautiousness lay in rejection of what she said rather than

in rejection of her reality as a person.

It is concluded, then, that, as predicted, hearing the suicidal
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threat made subjects covertly and overtly anxious. Although they more

often spoke of death to the stimulus person when she was suicidal, they

did not seem actually to believe in her suicide as a real possibility.

They were also cautious in what they would say about the suicidal stimulus

person, perhaps because their disbelief of her suicidal threat inspired

a more general disbelief in other things she said about herself, or even

in their own perceptions of her.

Response Subcategories Used

The sorts of remarks made to the stimulus person by the subjects

overwhelmingly involved making interpretative comments and giving

advice. This was true whether the stimulus person was talking about

suicide or not. The subjects apparently placed heavy importance on try-

ing to influence the stimulus person directly, to make her see things dif-

ferently, to explain her to herself, or to make her think and act differ-

ently. They very rarely attempted to share their own experiences with

her, either through telling about similar situations they had been in or

through revealing their own reactions to what she was saying. This pre-

ponderance of attempts to influence the stim.ulus person is consistent with

findings that college students, trying to take a helping or counseling role,

in general tend to be rather directive and advice -giving (Bohn, 1965).

Although in this study the conversation was not presented as a counseling

situation, it seems probable that the subjects were trying to be as helpful
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as they could, and to do this in what they saw as ways that would be

approved of by psychologists. The fact that the stimulus person was

presenting herself as battered about by insoluble problems, for which the

subjects could see solutions, presumably also tended to draw them into

an advice -giving role. And, finally, the lack of opportunity for reci-

procity in the "conversation" may have discouraged self-revelation.

The implication is that subjects apparently were pulled strongly

toward producing advice and interpretations, presumably both because

the stimulus person presented herself as unable to think of her own ways

out and because they considered this the right way to be helpful, A look

at the tape transcripts will reveal that the stimulus person on both tapes

rather firmly rejected all attempts to reason with her. She knew she was

being unreasonable, and she knew about more adaptive things she might

be doing, but she professed herself unable to use this information. Thus,

the subjects' onslaught of interpretation and advice would seem to have

been rather ineffective had the conversation been a real -life one, and

presumably would have led to either a battle of wills with the stimulus

person or complete rejection of the attempted help.

The question remains of how faithfully the responses given by sub-

jects in this study reflected their behavior outside the confines and arti-

ficiality of the laboratory situation. Subjects' ratings of the realism of

the scene and of their own responses were slightly on the realistic side

of neutral (their average Realism rating was 3.45, where 1 was quite
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unrealistic and 5 was quite true to life), suggesting that they were not

emphasizing differences between the experimental conversation and real-

life ones.

Thus, apparently the subjects' tendency was to respond to both the

suicidal and the merely depressed stimulus person with advice and inter-

pretation, rather than with self -revelatory statements. There was no

difference between Suicidal and Non-Suicidal Tape subjects in this regard,

nor did subjects substantially change their ways of responding in the

course of the tape. It is concluded that direct advice and persuasion

represent- -for this population at least - -standard ways of attempting to

be helpful to a depressed person, and that these standard helpful responses

are also utilized in response to specifically suicidal content.

The Concept of Responsiveness

In the discussion of the literature on suicide, responsiveness to

suicidal communications was regarded as a general sort of reaction-

-

either a person was responsive or he was not. However, it is clear that

for these subjects responsiveness did not behave as a unitary phenome-

non. Of the four responsiveness measures studied - -variety of things

said to the stimulus person, tendency not to talk to the stimulus person,

ability to formulate a plan to help, and speaking directly of death or sui-

cide --only two varied together. The two measures having to do with the

amount said to the stimulus person were highly but not perfectly corre-

lated. The other two measures - -death content and plan formulation--
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were apparently unrelated to these. Thus, if a subject was not good at

talking to the stimulus person, this did not imply that she would not be

able to formulate a plan, and vice versa. Furthermore, the different

sorts of responsiveness appeared to be determined by different factors.

This is a hopeful finding, since it implies that it is unlikely that all modes

of potential help will fail at once when a suicidal communication is made.

The likelihood is that some channel of communication and response will

still be available to maintain contact between a suicidal communicator

and the person to whom he is turning for help. The problem then becomes
j

one of defining factors that influence the different kinds of responsiveness,

and ultimately of defining beneficial kinds of responsiveness in terms of

the several response modes individually.

Determinants of Responsiveness

Amount and diversity of spoken responses

The hypothesis that discrepancy between aroused and reported emo-

tion would influence whether subjects were able to respond to the suicidal

stimulus person was not supported. Instead, it appeared that simply

reporting oneself to be aroused emotionally, irrespective of physiological

arousal, facilitated talking more to the stimulus person when she was

suicidal. Subjects who reported that they were made anxious or depressed

while listening to the tape tended to increase the amount and diversity of

their comments after hearing the suicidal communication, while subjects
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who reported feeling good during the tape tended to say fewer things to

the stimulus person following the suicidal threat.

Subjects who described themselves as somewhat unhappy and

anxious in their personal lives --that is, somewhat like the stimulus per-

son- -also tended to increase the amount said to her following the suicidal

threat. Calm, happy, unruffled subjects said less, while unhappy sub-

jects who were disturbed by the conversation tended to say more.

When the stimulus person was not suicidal, the correlational rela-

tionships observed were quite different. In the first place, those sub-

jects who talked more to the stimulus person were those who described

themselves as symptom -free, the conventionally healthy and happy sub-

jects, and thus perhaps also the more socially skilled in conversational

arts. These subjects also tended to say that they felt better, not worse,

in the course of the conversation. They tended to be younger children

from large families.

Thus, it may be concluded that the determinants of variety of ver-

bal response differ depending on the nature of the stimulus conversation.

A troubled, sad stimulus person drew more responses from happy, prob-

ably conversationally skillful subjects who were comfortable talking to

her. However, when the suicidal element was added it was subjects who

reported themselves to be more similar to the stimulus person who talked

to her most. And, when she was suicidal, a subject's feeling uncomfort-

able about the conversation appeared to facilitate talking more to her.





125

Withdrawing from the conversation

The amount of things said to the stimulus person is probably rela-

tively unimportant, clinically, compared to the question of whether the

subject stayed in the conversation or withdrew from it. Again, different

patterns emerged for subjects who heard the Suicidal and Non -Suicidal

Tapes

.

For subjects who talked to the suicidal stimulus person, failure to

respond was associated with describing oneself as calm, happy, and

symptom-free. Again, subjects who were anxious, unhappy, and gener-

ally more like the stimulus person were better able to continue the con-

versation. Perhaps the unhappy, symptomatic subjects were able to

maintain more of a sense of empathy for the suicidal stimulus person,

which enabled them to stay in the conversation, while the happier subjects

were overwhelmed and appalled by her troubles, which may have seemed

quite foreign to them.

This was not the case, however, when the suicidal threat was ab-

sent. In this situation, ability to stay in the conversation was related to

position in family of origin, as amount of talk had been. Those who were

younger children from larger families (it will be remembered that they

were also more prolific in variety of responses given) were unlikely to

remain silent when given a chance to reply to the stimulus person. That

continuing the conversation was hard work, however, is suggested by the

high association between reported feelings of fatigue and having continued
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to respond throughout the tape. It also appeared that non -responsive sub

jects tended to be more cautious than their more responsive counterparts

and so conceivably a tendency to keep quiet, cautiousness, and being an

older child in a small family were related in these subjects. Whatever

the source of this interrelationship may have been, it is noteworthy that

historical factors were much more importantly related to verbal respon-

siveness in subjects who heard the Non -Suicide Tape than in subjects who

heard the Suicidal Tape.

One way of conceptualizing this might be to suppose that ability to

respond, without withdrawing, to a troubled person who is not suicidal is

largely determined by general skill at being sociable, and has to do with

one's history of interaction from childhood on. When there is an overt

suicidal element in the conversation, however, such general sociability

does not suffice; and an ability actually to empathize and, in some way,

to feel the suicidal person's discomfort is needed. The suicidal person

must be seen as someone not too different from oneself.

Formulating a plan to help

Ability to formulate a plan to help the stimulus person, among sub-

jects who talked to the Suicidal Tape, appeared to be a function of a gen-

eral capacity for dealing verbally with emotion -laden ideas. Among sub-

jects who heard the Non -Suicide Tape, however, ability to develop a plan

to help the stimulus person was associated only with reporting that the
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experience of talking to the tape did not seenn very real. This may sug-

gest that some disengagement and distance were helpful in enabling the

subject to go through the mental work of formulating and describing a

plan, but the import of this rather isolated relationship remains unclear.

Ability to formulate a plan to help, then, does not seem to be in-

fluenced by one's interpersonal style (R-S), feelings about the conversa-

tion or the stimulus person, or family background. Rather, this seems

to demand only an ability to verbalize about emotionally difficult topics,

either because one is good at handling problems verbally or because one

is able to achieve some feelings of distance and objectivity about the prob

lem.

Mentioning death or suicide

Talking to the stimulus person about death or suicide following the

suicide threat seemed to occur in two different ways. As with ability to

formulate a plan, talking about death appeared to require special verbal

facility. Mentioning death was also associated with regarding the stimu-

lus person's situation as unlikely to improve substantially. These two

factors appeared to operate independently in making an overt discussion

of death possible.

It should be noted that death was mentioned infrequently by these

subjects. There was one mention of death among the Non-Suicide Tape

subjects, and, even when the stimulus person herself talked about death
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and suicide, only about a third of the hearers reflected this in their own

verbal responses. Apparently either unusually sharp verbal skills or

an unusually grave interpretation of the situation is necessary for death

to be discussed. Thus, it appears that the old taboo on talking about sui-

cide (Shneidman, 1970) is still very much in effect.

Conclusions about the determination
of responsiveness

It is apparent that different people may be able to be responsive in

different ways, and indeed this seems to be more likely than a total re-

sponsiveness or a total non-responsiveness. Because of the striking

differences in patterning of responses in the two groups, it might be pro-

posed that hearing a suicide threat decreases the influence of purely his-

torical variables on conversational responsiveness. Instead, in the face

of a suicide threat, one's immediate thoughts and feelings (which were

not strongly related to the historical variables in this study) assume pri-

mary importance.

Implications

If the above interpretations of the subjects' responsivity are cor-

rect, they are relevant to the selection and training of suicide prevention

counselors. One implication is that ability to empathize and ability to

think clearly about emotional issues may be more crucial than having had

specific kinds of past experiences in determining one's ability to deal
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with suicidal statements,

A second implication is that people who are good at conversing

with troubled but non -suicidal people m.ay still have substantial difficul-

ties in conversing with suicidal people. In fact, the cheerful, asympto-

matic self -perception that seems to facilitate talking with non -suicidal

troubled people may actually imply special difficulty in dealing with sui-

cidal people, perhaps because it makes empathy more difficult.

The responses observed in this study also give some documentation

to the idea that talking about suicide continues to be a loaded and difficult

issue, at least among the college students who served as subjects. It

was apparently frightening and anxiety-provoking for them to hear even

a stranger speak of wanting to kill herself. And yet, there was still an

unwillingness to accept the talk of suicide at face value, to believe in the

danger, or to talk to the suicidal girl directly and seriously about suicide

and death. Instead, subjects made interpretations and gave advice.

Such comments predominated so strongly over other types of spoken re-

sponses that it is tempting to conclude that these are seen as the right

way to deal with a troubled person, and with suicidal communications.

This is contrary to the assertion that there are no culturally pre-

scribed ways of dealing with suicidal communications. It appears, in

fact, that responses to such communications fall into only a few general

categories --advice about action, advice about how to think, and interpre-

tations of the nature of the problem.
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Thus, subjects were not, on the whole, struck speechless by the

suicidal communication. This implies that the "immobilization response"

to suicidal communications described by Litman (1964), Rudestam (1971),

and others is probably specific to certain types of relationships (perhaps

extremely dependent or uncommunicative ones), to certain roles, or to

individual response modalities, rather than being a typical overall re-

sponse to a suicidal threat.

Suggestions for Further Research

This study was designed to suggest ways in which important ques-

tions about responding to suicidal people could be investigated, as well

as to focus on a few specific questions that were regarded as basic. In

addition to dealing with the specific hypotheses, however, this discussion

has examined some unexpected correlations among variables in an

attempt to understand why subjects responded as they did. The interpre-

tations which were advanced to explain these unanticipated relationships

must themselves be specifically investigated in order for them to be held

with any assurance to be explanations for responsiveness or non-

responsiveness. Questions which might fruitfully be pursued include:

1. Is it the case that emotional or response style similarity facili-

tates responding to a suicidal person? Do "complainer"

(Sensitizor) subjects respond better to "complainer" suicidal

stimulus persons, while "non-complainer" (Repressor) sub-

jects respond better to "non-complainer" suicidal stimulus

persons ?
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Will different kinds of suicidal threats, when contrasted with

comparable non-suicidal conversations, have the observed
effect of removing the relationship between historical and
response variables?

Are the observed effects replicable in other subject popula-

tions, for example, males, non -college students, people of

different a.ges, people with training in counseling or crisis

intervention?

Are responses produced in laboratory conditions actually gen-

eralizable to "real -life" conversations, and on what dimen-
sions do they differ?

How are responses influenced by varying the relationship be-

tween the communicator and the hearer?





APPENDIX I

TAPE TRANSCRIPT

Segment 1 2'10'

Ginny: Where 're you from, Debby?
Debby: My folks live in Connecticut.
Ginny: Have you been here long?
Debby: I've been here about, well now it's about a year and a half.

Ginny: And what were you doing before you came here?
Debby: I was in high school.

Ginny: Are you going to school here now?
Debby: Yes, I am.
Ginny: How is school?

Debby: Well, it's not very good,

Ginny: Can you tell me something about it?

Debby: (Sigh) Well, um, I don't know, there's not so much to tell, I

started out uh you know last year my grades were pretty good,

and uh I had good grades in high school and everything, I never
had to uh try very hard to get good grades, and uh I'm just not

doing very well now in school, that's all. (5 -second pause)

Ginny: How your folks feel about that?

Debby: (Sigh) Well, I haven't, uh, I haven't actually told them, you
know, just how bad it is, but they're very uh, you know I think

that it's very important to them that I have very super grades.

My brother's younger than I am and he's just started college this

year and he's got, you know, he's really doing very well, and uh,

they uh, I don't know. (8 -second pause) I haven't been too uh, I

mean I just really haven't even been going to class very much
recently. (5-second pause) I've cut a lot.

Segment 2 r28'

Ginny: Are there any people you're close to here?
Debby: Uh, well, I have a few girl friends, but I don't uh, I was, you

know I, there are a couple of girls that I was really close to in
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the dorm, but uh I don't know, I haven't uh, I really haven't
wanted to be with anybody, and uh now I just, there's really
nobody very much that I do talk to. And uh, I've just been very
down and people don't uh, you know, people aren't that interested.
And so, you know, the few people that I really was seeing I'm
just not, uh, you know, I mean, I'm I'm not mad at them or any-
thing like that and I still uh, I still see them, you know, you
can't help it if you're living in the dorm. But uh like I'm not
really uh talking to anybody or anything like that any more. It's

not even, I mean it's OK, I don't see too much point in even uh
talking to anybody that much any more anyhow. I mean every-
body's got their own troubles anyhow.

Segment 3 3'05"

Debby: (Sigh) Well, I was dating somebody, and uh, I was going with

this guy, and uh we were, I don't know, he came on very strong,

you know, at first, and uh we saw a lot of each other, we saw
each other all the time, practically (5 -second pause). And uh
{9-second pause) then uh about a month ago he uh (5-second
pause) well see we hadn't uh you know, like he'd never asked me
to marry him or anything like that, and I'm, you know. We both

wanted to finish school and everything but we'd talk about the

future, or he'd talk about the future, well I guess we both did,

and he'd uh, you know, he'd say things like uh someday we'll do

this, or even some- once I remember he even said maybe when
we're married we'll live here, and you know, that kind of shit.

But uh (13 -second pause). So um anyway, last month (5-second

pause) he uh, he just called me up one night and said he wanted
to see me and I had a funny feeling right then, cause he never

says uh "I want to see you" he just always came by, and we
always saw each other, and it just seemed funny too, the way he

put it. And, so we went out and we drove around and uh you

know, I knew, I knew something was really wrong, he was really

acting funny (5~second pause). And uh (5-second pause) then he

just told me that uh he just didn't feel the same way any more,
and that he uh, that there was somebody else that he was inter-

ested in. And that was just that, that, you know, that was it.

You know, and uh he didn't even really uh, he didn't want to talk

about it or anything, well I guess, you know, I didn't really ask

him anything about it, I didn't know what to say. So, uh, that

was that.
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Segment 4 Z'06"

Debby: I'd been going with him for about six months, you know. And uh
(10-second pause) I don't know, I just really uh, you know, he'd
been saying well uh for a long long time how much he loved me
and all that stuff, and uh we were sleeping together even (5-

second pause). And then all of a sudden, bam, it's the whole
thing is over, you know, and uh just like it's never been (8-

second pause). And then after that I'd I'd bump into him some-
times, you know, I'd see, I saw him with that other girl, and uh,

I don't know, I'd, I really, uli everything (6-second pause) I just

couldn't even, I didn't seem to have any energy or something any
more, I just, all I really want to do right now is ah, you know,
sleep. That's really all I do. So I quit going to classes, or for

the most part I quit going to classes, and uh, I just sit around,

and I smoke cigarettes, and I lie in bed, and everybody thinks

I'm you know, really freaky or something, and uh, but I just uh,

I don't care, you know, it's just, all I want to do is sleep. And
I can't even do that that much any more, I just can't even get to

sleep that much.

Segment 5 0'53"

Debby: (Sighs) See it's very hard to explain to somebody who isn't uh

you know, who isn't feeling the same way. It's just like the only

way I can describe it is that everything seems gray and cold,

and I even feel, I feel physically cold, I always have to have a

sweater on, even when it's warm outside I feel cold inside. And
it just seems like nothing really matters any more, and I don't,

I haven't written my parents in a long time, and I haven't talked

to my brother. And you know, I know that I'm in the process of

flunking out of school and it just really seems beside the point,

who gives a damn.

Segment 6 (non-suicide tape) 2'20 "

Debby: That really, this is really the first time that I've been away
from home. (5-second pause) I guess uh (laughs) I thought it

was going to be uh really great. I was really, I was scared,

you know, I mean you know, I'm always a little nervous every-

time I go into anything new, or meet, you know, new people, or

anything, but uh, I was really uh, I thought it was going to be

wonderful, I really did, I thought it was just going to be like a

whole new world. And uh (laugh) (5-second pause) it's, it's just

the same old shit only it's a whole lot worse, that's all. That's
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the only difference. It's just nothing, just not what I expected,
(sigh) I don't know, I mean you know, um, high school was all

right. I got, you know, I got good grades and stuff and I didn't

really have to work very hard, and well, 1 had friends, but uh
(7 -second pause). I dated, I dated a little bit, you know, but

never, not a whole lot, not as much as a lot of people that I knew
did, I wasn't exactly what you'd call, you know, really popular.
And I thought, coming to a new place I could sort of be a new
person. And nobody knew me, and uh. It would be different

(10 -second pause) o And it uh, it just didn't work out that way,
that's all, I mean you, it just seems like you can't, you can't

ever get past the old stuff, you can't ever uh be a new persouo

Debby: I just think of uh going to sleep and of, of not having to uh wake
up, I really hate waking up now, I really hate it. Whenever I

wake up it's like it kind of, I don't know, during the night you
kind of forget things or something and then you wake up in the

morning and then it just sort of descends on you and it's like

this big weight on my back and I just think if, you know, if I

didn't have to wake up any more (11 -second pause). Well (sigh)

(8-second pause) I have some pills. That I got from uh, from
health service, some sleeping pills. And I have some other

pills that I've gotten before, just a variety of shit that I've got-

ten, and I have some ups, and I have some other downs, and I

have enough, I have enough pills. I have enough pills right now.

I just uh, I mean what's the point of just existing. I don't want

to just drag myself through life, I don't see any (5-second pause)

I really don't. And that's exactly what I'm doing. And I just, I

don't want to live that way. I would really, I would really rather

be dead than to just drag around. (11 -second pause) And (8-

second pause) I guess like you know, last night I really looked

at those pills. And I really wanted to do it, I really did, I just

had this feeling inside. It was just the strangest feeling, and

like I knew that I could do it, and it was really weird, it was it

was really frightening to think that I I really could do it.

Segment 6 (suicide tape) 2'43"

Segment 7 0'48"

Ginny:

Debby:
Would your parents help you if you asked them?
(5-second pause) Look. You know, what can I ask them, there's

nothing I can ask them. And uh, they wouldn't understand,

they'd just think that I'm kind of nutty anyway, and that I've al-

ways been a problem. And uh I mean I'm not saying they don't
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love me or anything you know, but uh, but they they feel that,

they feel that I've always been a problem, and uh that I've always
been mopey or depressed or something, or up or down, and uh,

you know, I, they, I don't see how they can help me, I really
don't see how they can help me at all.

Debby: And Michael doesn't uh, he doesn't care at all, I mean he, he
doesn't even, I don't know. (14-second pause) And every time
that I run into him I just uh, I just feel like I really can't handle
it. And I tell myself you know, that I, that's so many people go

through that and people break up, and you know I tell myself all

these reasonable things and uh it doesn't matter. I don't care,

I just feel like everything is empty, and I don't, I always saw,

like you know, I've been depressed before, I know that I've been
depressed before, but it was like I always had at least som.e fan-

tasy at least of of a future, you know, of what the future could

be, and now I really don't. I just don't, I don't have any picture

at all in my head of any kind of a future for myself. Nothing.

It's just like a, a blank wall.

Debby: And everything is all, all tangled up, it's just in such a mess
that I don't see any, any way that it could unravel. And uh, I

don't even, I mean I'm I'm definitely flunking out of school, and
uh you know, what would I do if I flunked out of school and where
am I going to go, and uh (sighs) and there's really nobody, you

know, there isn't anybody (5 -second pause). And I don't have

the, I just don't have the energy to uh, to do anything about it

(5 -second pause) and I'm just putting off all this stuff and uh (7-

second pause) (sigh) I mean I know I should at least go talk to

some of my professors or something and see if I can't (sigh)

make up some of the stuff or something, but I can't. I just can-

not make myself do that. It's all I can do to to boil some water

to make myself a cup of coffee. That just takes me a tremen-
dous effort to do that, even. And I don't want to uh, I just really

don't want to live that way.

Segment 8 1'26"

Segment 9 ri7"
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Anagram Lists Used in Study

List 1

*RSANEO (reason)

DOWUL (would)

HLOGU (ghoul)

*RECMI (crime)

INSOOP (poison)

LERIKL (killer)

*SPRUUE (pursue)

ASCCENR (cancers)

-NMGOINR (morning)

REGVA (grave)

IISECUD (suicide)

*SUTCBII (biscuit)

REISED (desire)

DRERUM (murder)

AHLLTE (lethal)

*CNEGAH (change)

List 2

^!=ETLHHA (health)

YNEMO (money)

URMON (mourn)

'l^ETROS (store)

IRLAUB (burial)

HASTED (deaths)

={=SCLIAO (social)

ANREUFL (funeral)

^IMTCELA (climate)

TAAFL (fatal)

PUTYOSA (autopsy)

^EVSUORN (nervous)

*NSRWAE (answer)

ERIGEV (grieve)

SPEROC (corpse)

LEUDBO (double)

*From Sarason ( I96 1)
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Lori'-McNair Mood Scales Record Sheet

A = not at all; B = a little; C = quite a bit; D = extrenaely

T.

D.

A.

Tension -anxiety A B C D
7. tense 2 3 4

14 Q n 3 l^'xr± " • &iictXN.y 4

15, on edge 2 3 4

/.I T^?1 TIT P iCAT" 2 3 4

28. relaxed(-) -2 -3 -4

^ X . y 2 3 4

38. restless 2 3 4

2 3 4

5Z. anxious 2 3 4

Depression A B C D
4. unhappy 1 2 3 4

11. blue 1 2 3 4

18. hopeless 1 2 3 4

19. discouraged 2 3 4

Z5. lonely
!

2 3 4
Q T C V o r\ 1 o 7 3 4

S o'X C\C\XY\\T 2 3 4

2 3 4

44- Viplr>lp'=;s^ X ± J.^ J. L/ i^ liP O 2 3 4

J- # VV i I- J. X a. IJ »—

•

2 3 4

2 3 4

^t7« guxxxy 2 3 4

51. afraid 1 2 3 4

Confusion A "R
X_)

n
X-/

2 confused 2 3 4

Q ahlp to c on

—

centrate ( - \ -2 -3 -4

2 3 f ff1 cientf-) -2 -3 -4

"Fr^ T* o" (^"hf11

1

^w/. X(^x£it^UXk_tx 2 3 4

4-'^ ahlp> to thi nl<:

\^ 1S^<X X. xy \ ]
_2 -3 -4

Anger A B C D
6. angry 2 3 4

13. grouchy 2 3 4

l6. spiteful 2 3 4

20. annoyed 2 3 4

27. resentful 2 3 4

30. ready to fight 2 3 4

37. deceived 2 3 4

40. furious 2 3 4

V.

E.

x rienaimess A "RXJ p

i . inenuxy u 4

8. pood -nature

d

2 3 4

d C. m C UtJjJc Xcl LI V t; 7 3 4

32. understanding 1 2 3 4

50. cheerful 1 2 3 4

T^^ ti en pJ- C<L U J. A B c D
-> • wum uux 7 riD 4

X • XcttXHU-CU. 7Li 3 4

IV QlncrcriQViX 1 • oXLt^gJ-oll 2 3 4

U • WccLXy 9 A

36. tired 2 3 4

41, sleepy 1 2 3 4

Vigor -activity A B c D
3. lively 2 3 4

X VJ • cLV^UXVC
,

2 3 4

24 alert 2 3 4

34. full of pep 2 3 4

43. carefree 2 3 4

47. vigorous 2 3 4

Extra rhelpful A B C D
53. sympathetic 2 3 4

54. helpful 2 3 4

55. considerate 2 3 4

56. protective 2 3 4

SCORES

T /9

D /1

3

C /5

A /8

Fr /5

F /6

V /6

E /4





Repressor -Sensitizer Scale

(Items are marked in the Sensitizer direction.)
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Read each of the stateraents on these pages and decide

whether it is true as applied to you or fals e as applied

to youo

Mark your ansv/er by blackening the appropriate circle

next to the item. If a statement is true or mostly true

,

as applied to you, fill in the circle in the column marked

T. If a statement is false or not usually true

,

as applied

to youj fill in the circle in the column marked F.

Remember to give your own opinion of yourself. Try

to give an answer for every item.

T F
0 i 1.

0 ® 2.

» 0 3.

0 ^.

0 ® 5.

T F
0 6.

0 7.

9 0 8.

0 9.

0 0 10.

T F
0 11.

0 0 12.

• 0 13.

0 9 1^.

I like to read newspaper articles on crime.

My daily life is full of things that keep me
interested.

I am about as able to work as I ever was

.

There seems to be a lump in my throat much
of the time.

8. I enjoy detective or mystery stories.

Once in a while I think of thinp-s too bad to
talk about.

10. I am very seldom troubled by constipation.

At times I have fits of laughing and crying
that I cannot control.

I feel that it is certainly best to keep my
mouth shut v/hen I'm in trouble.





T F
0 15c

0 0 16

,

0 0 17.

0 © 18.

0 19.

e 0 20.

T F
0 21

.

0 © 22.

0 23.

0 2^.

0 25.

T F
0 26.

0 27 .

0 0 28

.

0 29.

0 30.

T F
0 31.

0 0 32.

0 33.
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when I couldn't take care of things because
I couldn't "get going."

of my friends

,

I know but have not seen for a long time, unless
they speak to me first.

21. I am a good mixer.

Everything is turning out j

of the Bible sand it would.

I do not read every editor
paper every day.

lose their patience with me.

25. I wish I could be as happy as others seem to be.

misfortunes in order to gain the sympathy and
help of others

.

31. I usually feel that life is worth while.

Once in a while I put off until tomorrow wh
I ought to do today.

0 33, I think most people v/ould lie to get ahead.





T F
@ 0

0 ® 35.

0 36.

0 © 37.

0 38.

0 39.

0

T p

B 0 41.

0 @

© 0 ^3.

0

0 45.

T p
0 46.

0 47.

0 0 48.

0 & 49.

0 50.

J. r

0 51.

0 52.
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(I regret things more or more often than others
seem to )

.

35 • I go to church almost every week.

I have very few quarrels with members of my
family.

something wrong or evil.

42. I am happy most of the time.

doing the opposite of v/hat they reque'st even
though I knov/ they are right.

as v/hen I am out in company.

I seem to be about as capabi
most others around me.

gain profit or an advantage rather than to
lose it.

cross and grouchy,

than I could speak them.

If I could get into a movie without paying and
be sure I was not seen I would probably do it.

I commonly v/onder what hidden reason another
person may have for doing something nice for me.





T F
0 53. Criticism or scolding hurts me terribly.

© 0 5^« Iviy conduct is largely controlled by the
UU& bulub 01 those around rne.

0 55. I certainly feel useless at times.

0 Q 56. At times I feel like picking a fist fight
v/ith someone.

0 57. I have often lost out on things because I

couldn't make up my mind soon enough.

Q 0 58.
my advice or otherwise interrupt me when I
PiTn wnv^lrTTicf r\Y^ c: rwn ^~\~\^ i iTTi'p\nv'f"P'n*f'

$ 0 59. I would rather v/in than lose in a game.

0 0 60. Most nights I go to sleep without thoughts
or ideas bothering me.

T
0

F
61. During the past few years I have been well

0 62.

63. I am noithp'T p'rii yii dp noT 1 inp" weip'ht.

0 6^. I cry easily.

@ 0 65. I cannot understand what I read as well as
I used to.

T
@

F
66. I resent having anyone take me in so cleverly
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that I have had to admit that it was one on me.

9 67 . I like to study and read about things that I

am working at.

i 0 68 , I like to know some important people because
it makes me feel important.

t 0 69. What others think of me does not bother me.

® 0 70« It makes me uncomfortable to put on a stunt
at a party even when others are doing the
same sort of things.

T F
© 0 71. I frequently have to fight against showing

that I am bashful.

0 © 72. My memory seems to be all right.





T F
@ 0 73.

0

© 0 75.

T F
© 0 76.

0 0 77.

0 78.

0 79.

K
0 80.

T F
0 81.

0 82.

0 0 83.

0 84.

i 0 85.

T F
0 86

,

t 0 87.

© 0 88.

0 89.

0 0 90.

T F
0 © 91

.

0 92.
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I find it hard to make talk when I meet new
people

.

I am afraid of losing my mind.

I am against giving money to beggars.

I feel weak all over much of the time.

Sometimes, when embarrassed, I break out in
a sweat which annoys me greatly.

I do not have spells of hay fever or asthma,

I do not like everyone I know.

I wish I v/ore not so shy.

I enjoy many different kinds of play and
recreation.

I like to flirt.

In walking I am very careful to step over
sidewalk cracks.

I frequently find myself worrying about
something

.

I gossip a little at times.

I have at times stood in the way of people
who were trying to do something, not because
it amounted to much but because of the prin-
ciple of the thing,

I get mad easily and then get over it soon.

I brood a great deal,

I have periods of such great restlessness
that I cannot sit long in a chair.

I dream frequently about things that are
best kept to myself.

I believe I am no more nervous than most others.

Sometimes without any reason or even v/hen
things are going wrong I feel excitedly happy,
"on top of the world."





T F
0 93.

0 9^.

0 95.

T F
0 q6

§ n 077 r .

0 98.

# 0 99.

0 § 100.

T F
0 © 101.

0 102.

§ 0 103.

© 0 10^.

@ 0 105c

T F
@ 0 106.

@ 0 107

.

e 0 108.

0 109.

0 110.

T F
@ 0 111.
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I can be friendly v/ith people who do things
which I consider wrong.

Sometimes at elections I vote for men about
whom I know very little.

I have difficulty in starting to do things.

I sweat very easily even on cool days.

It is safer to trust nobody.

Once a week or oftener I become very excited.

V/hen in a group of people I have trouble
thinking of the right things to talk about.

V/hen I leave home I do not worry about whether
the door is locked and the windov/s closed.

I do not blame a person for taking advantage
of someone who lays himself open to it.

I have often felt that strangers v/ere looking
at me critically.

I drink an unusually large amount of water
every day.

I am troubled by attacks of nausea and vomiting.

I am always disgusted with the law when a
criminal is freed through the arguments of
a smart lawyer.

I work under a great deal of tension.

I am likely not to speak to people until they
speak to me.

Life is a strain for me much of the time.

In school I found it very hard to talk before
the class

.

Even when I am with people I feel lonely
much of the time.

I think nearly anyone would tell a lie to
keep out of trouble.

® 0 112. I am easily embarrassed.





T F
V 0 11 3

.

0 © 114

.

0 115.

T F
@ 0 116.

0 117.

0 118.

0 119.

® 0 120.

T F
0 121.

0 122c

0 123.

® 0 12^,

0 125.

T p
0 1260

0 127.

0 128.

0 129.

© 0 130.

0 131 •

0 132.
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I easily become impatient with people.

I feel anxiety about something or someone
almost all the time.

it hard to get to sleep.

118. I forget right away what people say to me.

I usually have to stop and think before I

act even in trifling matters.

Often I cross the street in order not to
meet someone I see.

121. I often feel as if things were not real.

I have a habit of counting things that are
not important, such as bulbs on electric signs,
and so forth.

123. I have strange and peculiar thoughts.

I get anxious and upset when I have to make
a short trip away from home.

knew could not hurt me

I have no dread of going into a room by myself
where other people have already gathered and
are talking.

seem to have.

I have several times given up doing a thing
because I thought too little of my ability.

Bad words, often terrible words, come into my
mind and I cannot get rid of them.

Sometimes some unimportant thought will run
through my mind and bother me for days

.

Almost every day something happens to frighten me.





T F

0 0 13^.

0 © 135.

T F
© 0 136.

0 137'

u i e

0 139.

U \ h r\iM-U «

T F
© 0 l4l.

u IH-C. e

0 1^3.

0

u •1 /l CIM-3 .

T F
0 1^6.

0 1^7.

0 1-^8.

0 1^9.

w U 1 c; n± •

T F
0 151.
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133. I more sensitive than most other people.

At periods my mind seems to work more slowly
than usual.

135. I very seldom have spells of the blues.

_ „ ^ ,,v^iX.j,^iit~ ^.^^^^
I have said that may have injured other
people's feelings.

difficulties that I have had to give them up.

Often, even though everything is going fine
for me, I feel that I don't care about anything.

I have sometimes felt that difficulties were
piling up so high that I could not overcome them.

I often think, "I wish I were a child again."

I have often met people who were supposed to
be experts who were no better than I.

It makes me feel like a failure v/hen I hear
of the success of someone I know well.

I am apt to take disappointments so keenly
that I can't put them out of m.y mind.

because others feel that I am not going about
it in the right way.

have undertaken even for a short time.

about my life work.

I must admit that I have at times been worried
beyond reason about something that really did
not matter.
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© 0 152. I like to let people know where I stand on
things

.

Q 0 153* I have a daydream life about which I do not
tell other people.

© 0 15'^. I have often felt guilty because I have pre-
tended to feel raore sorry about something than
I really was

,

© 0 155. I feel tired a good deal of the time.

© 0 156. I sometimes feel that I am about to go to
pieces .
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Background Data Questionnaire

Home town and state__

Age Marital Status

Class ( Freshman, etc.) Major

Parents' education and occupation

Do you have any brothers or sisters? If so, please give their

ages

What are your vocational interests or plans, at this point?

Have you ever v/orked at something that involved your counselling

with other people(for example dorm counsellor, teacher, social

worker, rap house or crisis center volunteer, or any other

position in which you counselled, advised, or tried to help

people v/ith personal problems)? If so, please describe.

Do you have any interest in doing such work in the future? If

so, what kind?

Have you ever had any therapy or counselling yourself?

What do you look like?
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Questions from the Present Tense Health Opinion Survey-

Instructions :

Please check the answer to each question that best fits your present
condition. There are no right and wrong answers to these questions,
just mark the one that fits you best.

1. Do you have any physical or health problems at the present?
3. Yes 1. No

2. Do your hands tremble enough to bother you?
3. Often 2. Sometimes 1. Never

3. Are you troubled by your hands or feet sweating so that they feel

damp and clammy?
3. Often 2. Sometimes 1. Never

4. Are you bothered by your heart beating hard?
3. Often 2. Sometimes 1. Never

5. Do you tend to feel tired in the morning?
3. Often 2. Sometimes 1. Never

6. Do you have any trouble getting to sleep or staying asleep?

3. Often 2. Sometimes 1. Never

7. How often are you bothered by having an upset stomach?
3, Often 2. Sometimes 1. Never

8. Are you bothered by nightmares (dreams that frighten or upset you)?

3. Often 2. Sometimes 1. Never

9. Are you troubled by "cold sweats"?
3. Often 2. Sometimes 1. Never

10. Do you feel that you are bothered by all sorts (different kinds) of

ailments in different parts of your body?
3. Often 2. Sometimes 1. Never

11. Do you smoke?
3. Often 2. Sometimes 1. Never

12. Do you have loss of appetite?

3. Often 2. Sometimes 1. Never
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13. Does ill health affect the amount of work (or housework) that you do?
3. Often 2. Sometimes 1. Never

14. Do you feel weak all over?
3. Often 2. Sometimes 1. Never

15. Do you have spells of dizziness?

3. Often 2. Sometimes 1. Never

16. Do you tend to lose weight when you worry?
3. Often 2. Sometimes 1. Never

17. Are you bothered by shortness of breath when you are not exerting

yourself?

3. Often 2. Sometimes 1. Never

18. Do you feel health enough to carry out the things that you would like

to do?
1. Often 2. Sometimes 3. Never

19. Do you feel in good spirits?

1. Often 2. Sometimes 3. Never

20. Do you sometimes wonder if anything is worthwhile anymore?
3. Often 2, Sometimes 1. Never
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Instructions and Questions from Post -Tape Questionnaire

Instructions

:

On the following pages are questions about your impressions of

Debby. Some of them ask for a description of your impression or reac-
tion to her, and some simply ask you to rate your impressions on a scale

which is given. When the question asks you to describe your thoughts or

feelings, say as little or as much as you wish, without using more than

the one sheet on which the question is printed.

It is important that you complete each answer before you look at the

next questiouo Do not go back to a question once you have gone on. If you

think of an additional point you want to make, write it down wherever you

are rather than returning to a previous page.

Page 1 of Questionnaire

What was the most striking impression you had about Debby, from
what you heard?

Page 2 of Questionnaire

What sorts of feelings did you have about her as you listened to her?

Page 3 of Questionnaire

Please rate your reaction to Debby on the following scale:

In general, I In general, I

disliked her. ///// / liked her.

How strongly did you feel toward her? Please rate.

I didn't feel I felt very

much about her strongly about

one way or the ///// / her,

other

.





154

Page 4 of Questionnaire

Was there a point when you had a particularly strong reaction to

something Debby said? If so, please describe when this happened and
what your reaction was.

Page 5 of Questionnaire

Did you find it easy to sympathize with Debby? What made it easy
or difficult?

Page 6 of Questionnaire

Please rate your reaction on the following scales:

She was very She was hard
easy to sym- / / / / / / to sympathize
pathize with„ with.

I felt a lot I didn't feel

of sympathy f / / / / / sympathetic at

for her. all.

Page 7 of Questionnaire

Did you feel close to Debby, or did you feel there was some dis-

tance or barrier between you? Please explain. Is she someone you
would be likely to be friends with? Please explain why or why not.

Page 8 of Questionnaire

Please rate your feeling about Debby on the following scales:

I did not feel

close to her
at alio

I felt very close////// to her.
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Page 8 of Questionnaire (continued)

If I knew her, we:

Would not be

friends at all.
/ / / / / /

Would probably
be close friends

Page 9 of Questionnaire

What picture or mental image of Debby did you form in your mind
as you listened to her? Please describe how you visualize her--how she

looked, acted, moved, dressed, or any image you had about her.

Page 10 of Questionnaire

Please rate on the following scale your mental image of Debby:

I had no clear I pictured her
picture of her / / / / / / very clearly.

at all.

Page 11 of Questionnaire

How would you characterize her core problem, or the main thing

that's responsible for Debby's difficulties now? Please describe.

Page 12 of Questionnaire

How did you go about deciding what to say to Debby? Did you find

it easy or difficult to talk to her? What made it hard or easy?
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Page 13 of Questionnaire

Please rate how it was for you to talk to Debby:

She was easy ////// hard
to talk to. '— '- '- '- / to talk to.

Page 14 of Questionnaire

Did you feel you were talking to Debby as you would have in an
actual conversation? Please describe what aspects were the same as
talking to another person in a real-life situation, and which aspects were
different for you.

Page 15 of Questionnaire

Please rate your conversation with Debby:

I was not at all

as I am in

/ "real-life"

conversations

.

I talked to her
just as I would
in a "real-life" / / / / /
conversation.

Page 16 of Questionnaire

Do you have any ideas about what Debby needs now, or what might
help her? If you knew her, would you try to suggest anything to her,

advise her, or try to do anything for her yourself? Please describe.

Page 17 of Questionnaire

How do you envision Debby getting along in the next few months?
Please give any general or specific predictions you might have about how
she will get along.
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Page 18 of Questionnaire

Please rate your impression of how Debby will get along in the

next few months:

Debby will be Debby will be
in very bad ////// i"ight.

shape •
"— '

Page 19 of Questionnaire

Did you feel that Debby was suicidal, or that she was likely to try

to do something to herself? Describe what gave you your impression.

Page 20 of Questionnaire

Please rate your impression of Debby's suicidal risk on the follow-

ing scale:

There is no There is great

danger of ////// danger of

suicide. suicide.
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Instructions for Rating the Plan Item

Each S can get only one score for this question. If elements of

more than one category are present, give the higher score.*

Score 1: No answer, or S says she doesn't know or can't think of any
plan. "I couldn't do anything for her.

Score Z: Describes what Debby should do or needs, but without any
reference to involving herself in this.

Score 3: Gives advice. Similar in tone to a 2^, but stated in terms of

what the S would tell Debby. "I would tell her to . . .
" If S

shows any conceptualization of advice -giving as an inter-

personal process, rather than simply saying her opinion,

give a score higher than 3^. For example, "I would tell her
over and over again, in many different ways, that ..."
would not get a score of _3

.

Score 4: Gives vague plan indicating intention to help but with little

evidence of intending specific involvement. "I would try to

be around. " "I would try to do anything I could for her. "

"I would try to let her know that I didn't feel that way. "

"If I could think of a way, I would try to get her interested

in something. "

Score 5: Gives fairly specific plan including indications of exactly how
the S^ would be involved. Responses in this category are

likely to contain 3_ and 4_ elements, but also show either a

willingness to become very extensively involved or a readi-

ness to take very specific action.

^Responses in Category 2 are ambiguous as to what the S^ intends

her own involvement to be. Therefore, if a S gives a Category 2 analysis

of what Debby needs, and also explicitly says that she wouldn't herself

do anything, she gets a j_ instead of a 2_. However, if she says "I couldn't

do anything" and then goes on to describe actually doing something (e.g.

recommending professional help) score for what S says she would do.
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Instructions for Scoring Transcripts

What are to be scored here are transcriptions of what Ss said to

the stimulus pers on (Debby) during pauses in the tape. They were
supposed to be trying to respond as they would in a real conversation.

The ratings involve making three different judgements. First,

decide whether the response is NON-RESPONSIVE , which means that

the S is withdrawing from communication. This most importantly has to

do with the length of the response, and includes responses which indicate

no understanding or interest in what the stimulus person said and no

attempt to continue the conversation. (Note: Responses indicating active

disapproval of what the stimulus person said are not included in this

category. ) Withdrawing responses are classified as either:

1. No response. S says nothing at all.

2. Nonconver sational responses. S^ speaks of Debby in the third

person rather than to her. Sometimes S^s start out this way
and then switch to talking to her. If so, don't score as

non-responsive, but instead score for the part where the S^

talks to her.

3. Minimal responses. Simple, very brief, uninvolved questions

or comments indicating no particular interest or response to

what was said. For example, "sighs," "Hm, " "That so?"
"That's odd. " However, if the S goes on to say something

else in addition to this minimal response, do not score in

this category.

If you have determined a S_'s statement to be Non- responsive, put

a score of "1" in whichever category (1, 2, or 3) it fits into. Leave the

other Non- responsive columns blank.

If a S's verbalization does not fit the NON-RESPONSIVE criteria,

then it is RESPONSIVE and must be classified within this category.

Responsive verbalizations are often long and complicated and may con-

tain several different kinds of statements. Score as many categories

as you find contained in each response, but do not score any category

more than once for a single response. For example, if a S^ asks three

information questions in the course of a response, she gets a score of

"1" for the Information Question category. Score all categories "1" if

they are present, or leave a blank in the column if they are not present.

A S may have as many as eight scores or as few as one score for a
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single Responsive verbalization. Categories are as follows:

1. Information Questions. These are genuine, usually fairly brief

and simple requests for information. Do not put rhetorical

questions or leading questions ("Don't you think that . . . ?")

in this category. If the S goes on to make a point based on an
assumed answer to the question after she has posed it, do not

score this category (e. g. "How long have you been this way?
Because if it hasn't been very long ..." would not be scored
in this category). Most responses that contain other kinds of

statements besides questions would be scored in some other

category, unless the questions are genuine, simple requests

for factual information.

2. Elaborate or Leading Questions, Interpretations, Comments.
These responses are characterized by the S_ trying to make
or help Debby see something, or give the S^'s own opinion or

interpretation. The response may be phrased as a statement

or as a question. The main distinction between questions in

this category and questions in the Information Question

category is that in this category you feel that the S is trying

to make a point with her questions, to get Debby to see some-
thing that she sees, rather than genuinely asking for informa-

tion. (For example, "Aren't you better off without him?"
"What's wrong is . . .

" "That shows you do care. " "I

imagine you were awfully disappointed. ")

3. Direct Advice about Action to be taken. Includes advice

disguised as a question (e. g. "Don't you think you should go

to class, and try to bring your grades up? ") as well as more
direct statements ("I think you should go to classes and bring

your grades up. ").

4. Direct Advice about how Debby should Think and Feel. Like

Category 3, the advice may be disguised as a question. (For

example, "You should try to look at the bright side. " "Don't

you think it's time you started trying to change your attitude?")

5. S tells about herself. Recounts own experience, describes

her own character and way of doing things, describes how she

has felt in the past. (For example, "That's happened to me. "

"I've never felt that way. " "When I'm depressed I go for a

walk. ") Ss will often go from recounting of their own experi-

ence to interpretation or advice, in which case they would get

a score in all relevant categories. (For example, "When that
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happened to me, I felt like it was the end of the world. Maybe
you feel that way too. But it's not, you know, you should try
not to feel that way. " would be scored as 5, 2, and 4. )

6. S indicates imraediate Negative Reaction to Debby or what's
being said, usually explicitly but occasionally through cursing
or severe criticism. The negative reaction does not have to

be extremely strong, but it does have to be clear and it must
seem to you that the S is expressing a personal distaste or

dislike rather than a mild objective criticism. She must seem
angry or seem to dislike Debby. For example, "You're not

looking at all sides of this. " "I don't think you're handling
this the way you should. " would not be scored in this category.
Examples that would be scored in this category are: "That
makes me so mad. " "Forget the fucking course. " "You're so

completely wrong that I don't know what to say. " "I can't talk

to you at all when you're like this. " "It's really awfully stupid

to be so hopeless. " Also score this category when the S_

indicates a disinclination to talk to Debby (e. g. "1 don't know
what to say. It's awfully hard to talk to you. ").

7. indicates immediate Positive Reactions to Debby or what she

is saying. She approves, praises, sympathizes, empathizes,

corrmiunicates definite emotional warmth and a wish to

emotionally ally herself with Debby. "When the S_ speaks in

such a way as to indicate that she seems to be feeling with

Debby, score in this category (e.g. "Golly, that's really

scarey. "). The S^ must be praising or seem to like Debby
(e. g. "I've been through exactly the same thing and I know
how much it can hurt. " "I really understand, I really do. "

"I can tell from how you talk that you have the potential to

stand up to this thing. You have all the potential in the world. "

"I wish I could help you somehow. "). (Note: Categories 6 and

7 can conceivably be scored as both present in the same
response.

)

8. S offers Concrete Help. "C'mon, let's go outside. " "I'll tell

you what, I'll call the dean for you. " "Tell me what's bother-

ing you. "

9. S responds, but Unintelligibly. It is known that the S said

something, but not enough was intelligible from the tape to

enable categorizing the response. Such responses are

labeled "unintelligible" in the transcripts. If a response is

partly unintelligible but contains intelligible parts, do not
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score it unintelligible. Instead, score just the intelligible

parts. Also score as Unintelligible responses in which the
transcript indicates that a response was made but was not

recorded.

In general, you don't have to decide between the various categories
very often, but instead just decide whether each one is present or absent.
Often this raay hinge on the overall tone of a response, for example it

may come out very critical (Category 6) without having any one part you
can point to as being crucial. However, try to be as objective as

possible, and if you are in serious doubt as to whether a category is

present, do not score it. Only score the ones that seem to you clearly

there.

If the nature of a response is completely unknown, that is if the

record states that it was unrecorded and there is no note as to whether
the S_ said anything, score a "1" in the column labeled BLANK.

Note: Responses scored as falling in the BLANK category, the

UNINTELLIGIBLE category, or any of the three NON-RESPONSIVE
categories cannot also be scored in any other category.

The third judgement to be made is whether the responses contain

any overt REFERENCES TO SUICIDE, DEATH, DYING, KILLING
YOURSELF, ENDING YOUR LIFE, ETC . This may be phrased
euphemistically (e. g. S_ may say "doing away with yourself"), but must
unequivocally refer to suicide or death. Statements such as "You have

to want to live. " "You're only hurting yourself. " or "Pills are not the

answer. " are not sufficient to be scored in this category. If in doubt,

don't score in this category. If a statement contains one or more death

references, give the S_ a score of 1 in this category. If not, give the S

a score of zero in this column.
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THE EXPERIMENTAL SESSION

Subjects were run one at a time. When each subject arrived for th

session, she was met by E, who introduced herself and asked S to sit at

the table. Small talk was made about the room being used as a sleep lab

so that subjects would not be intimidated by the bed and electrode boards

E then explained:

In this study I'm trying to learn more about what goes on when
people talk to each other, what determines what kind of things they

say to each other. To find out about this, I've made a tape recording

of someone talking, and I want to find out how people respond to these

particular statements. I'll tell you more about this in a few minutes,
but first I'd like you to fill out these.

E then gave S the Introductory Questionnaires (background data sheet,

HOS, and Repres sion-Sensitization measure) and left the room after

explaining to S that she would be in the next room, and, since they could

see each other through the mirror, she would watch for S_ to finish and

would then come back in.

When S had finished the questionnaires, E returned, collected the

questionnaires, gave S Anagrams 1, and left the room again. S was

allowed to work on the anagrams for 5 minutes.

164
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At the end of the 5 minutes, E returned, picked up the Anagrams 1,

gave S_ the mood scale, and left again. S usually completed the mood

scale 30-45 minutes after her arrival in the lab.

When S_ had finished the mood scale, E came back into the room and

asked S to move over to the lounge chair and get comfortable there. E

then gave the following instructions:

As I mentioned earlier, I'm going to play a tape for you. This is a

tape of a girl, Debby, talking mainly about how she feels about certain

things. You'll hear another voice on the tape occasionally, especially

toward the beginning, because I was asking her some questions as she

went along, and sometimes it was necessary for you to hear my
question in order to understand her reply. But for the most part I've

cut out my voice, because it's Debby that I want you to concentrate on.

I'd like you to imagine, if you can, that she's not just a voice on a

tape, but a real girl sitting here in the same room with you, and
imagine that she's talking directly to you. OK?

The tape will last for about 20 minutes. Every minute or two there

will be a 30 second pause in what Debby's saying. There will be a

little beep at the beginning of each of these pauses. Each time you
hear the beep, I'd like you to say to her whatever you would actually

say at that point if you and she were in an actual conversation with

each other. Just respond as much as you can as you would if you and

she were sitting together, talking. If you wouldn't say anything at that

point in a real conversation, then don't say anything. Or, if there is

something you would say, say it as if you were directly talking to her.

To give you a little more context for imagining the conversation,

imagine that Debby is someone who is visiting a friend of yours.

Your friend calls you up and says that she has to go out, but that she

doesn't want Debby to have to stay alone, since she's feeling upset.

She asks if you would come over and keep Debby company while she is

gone. So you agree, and you go over. It's in that context that you and

she are talking.

Let me explain to you a difficulty that some people have had in

listening to the tape, so that you can maybe avoid running in to the

same problem. The different segments of the tape are not in any

necessarily logical order. The implication of this for you is that
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you'll listen to Debby, maybe you'll say something in reply, and then
what she says next probably won't have an-^rthing to do with what you
just said to her. Now this can get frustrating, but I think it won't
bother you too much if you try to take each segment separately, and
don't expect too much continuity from one segment to the next.

Now, I'm interested in what you would say to her, and I'll be tape-
recording that, and I'm also interested in any response you might
have to Debby, your opinion, how she strikes you, and I'll want to

ask you about this after you've listened to the tape. So if you have
any particular impressions, try to make a mental note of them. I'd

also like to get a plethysmographic measure, with this thing here
(indicates to S_). What it does is measure the circulation in your
finger by sMning a light on your finger tip. All you have to do is put

this finger here, like this (E fastens cover over S^'s finger and ascer-
tains if it is comfortable). Now for this it's important that you keep
your hand as still as possible, but other than that it takes care of

itself. So move around at first, if you need to, to get in a comfortable
position so that you can stay pretty quiet once the tape starts.

OK, now I'm going to be in the next room running the equipment
while you're doing the tape, and, in case it makes a difference to you,

I'll be recording what you say but I won't actually be listening myself
while you're talking. Now since the plethysmograph is a physiological

measure, it will have to be adjusted to your own individual level, and
that will take me a few minutes before I can start the tape. So after I

leave the next thing you hear will be Debby, but it will be a few
minutes before it starts.

E then retired to the next room, and started the chart -writer. She then

scored the R-S and the HOS and on the basis of S's scores on these two

measures assigned her to the SC or NSC group. This was done to make

sure that R-S and HOS scores would be roughly equally distributed in the

two groups. E then made sure the polygraph sensitivity was at a correct

level for the S_ (1 1/2 cm pulses were tried for, although not always

obtained) and started the stimulus tape.

When the tape was finished, E returned to the S_'s room and asked
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her to move back to sitting at the table. S^was then given, in the same

manner as before. Anagrams 2 and the mood scale. When she finished

these, she was given the final questionnaire with the instructions "don't

feel you have to go into a lot of detail or say a lot on each of the ques-

tions. Concentrate on the ones that seem most important to you, and

just say whatever you have to say, whether it's a lot or a little. Also

I'm not concerned with how you put things or whether it all comes out

sounding good or consistent, in a neat package. It's your impressions

I'm interested in. "

After S_ finished the questionnaire, E explained the purpose of the

various aspects of the study to her, and answered any questions she

might have. E then asked S_ to sit back in the lounge chair to go through

the plethysmograph responsivity procedures, and explained the reason

for them. E administered the responsivity instructions through the

speaker system, from the other room. Time limits were variable, as

in many cases S_ took several minutes to appear fully relaxed during a

relaxation period. The instructions were:

1. Relax, get as relaxed as you can.

2. Now I'd like you to do an arithixietic problem in your head,

and tell me the answer when you get it. Multiply 13 times

211.

3. Relax.

4. Now I'd like you to say your full name, aloud, three times.

Go ahead.
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5. And just relax.

6. Take three deep breaths.

7. And relax.

8. Now I'd like you to think of something recently that's made
you nervous or tense, something you've been scared or nerv-
ous about (pause) have you got something in mind? Don't

tell me it, but just think about it.

9. Now just relax.

10. This time, think of something recently that you've been partic-

ularly happy or pleased about.

11. And now, relax.

This was the end of the study unless the S_ wanted to discuss it further.
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